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We, as exponents of drugless thera- 
peutics, have always contended that the 
human body is provided with a protective 
and recuperative mechanism which in its- 
self, and unaided, is sufficient to the 
maintenance of good health unless when 
through perversity or congenital defect 
this mechanism is itself vitally impaired. 
In point of fact, we have always taught 
that the effect of our treatment, when 
beneficial, is nothing more or less than a 
favorable reaction of this innate bio- 
chemical-protective mechanism. More- 
over, the results of our treatment without 
internal medication have, on the whole 
tended to prove the existence of such a 
mechanism. 

But while we have an abundance of 
clinical evidence that the body when in- 
jured or diseased within certain limits, 
repairs itself, our profession as yet has 
not furnished scientific proof. And so 
it seems to me that we should lose no 
time in becoming thoroughly familiar 
with all concrete investigations and dis- 
coveries made outside of our profession 
tending to prove the existence within the 
body of a recuperative mechanism. Es- 
pecially helpful along this line are the in- 
vestigations and theories of Dr. Charles 
E. de M. Sajous.* His views concern- 
ing the auto-protective mechanism of the 
body were first published in 1903; so the 


scientific world has had ample time to 
present evidence, if it could, to disprove 
his theories. So far, however, they have 
not only not been discovered but several 
of his conclusions have already been sus- 
tained experimentally. 

His conclusions regarding the auto- 
protective mechanism of the body are 
these: The auto-protective mechanismt 
includes, “(1) The immunizing center, 
an organ of special sense annexed to the 
heat center, both centers being located 
in the pituitary body ; (2) the thyreopara- 
thyroid glands; (3) the adrenals; and 
(4) special nerves which connect the im- 
munizing center (through the heat cen- 
ter) with these two sets of organs.” 

We will consider first that part of 
the pituitary body which Sajous calls the 
immunizing center or “test-organ.” 

Man’s immunizing center, i. e., the 
center which governs his auto-protective 
mechanism, is the functional homologue 
of a structure found in all species, from 
mollusca up, in the philogenetic scale. In 
the group mollusca, which includes the 
univalves, the bivalves and the cuttle fish, 
the function of this “test-organ” or “as- 
phradium,” as Sir Ray Lankester terms 
it, is to test the purity of the respiratory 
current of water. In other words, this 
“test-organ” in primitive marine animals 
is sensitive to changes in the quality of 


*Sajous: “Is the Human Body Provided with An Autoprotective Mechanism?” New York Med. Journal, Feb. 20-27,09 
+Dr. Sajous’s theory of the Autoprotective Mechanism is explained in detail in his book ““The Internal Secretions,” 
F. A. Davis Co. 





the sea water entering the body; and 
whenever it is irritated by harmful sub- 
stances in the inspired water, it stimu- 
lates in some way still unknown to geol- 
ogists the animals’ auto-protective mech- 
anism. 

While the human “test-organ” or im- 
munizing center is far more highly dif- 
ferentiated, yet its function is the same 
as that of its marine prototype, viz.: to 
test the quality of the fluid* circulating 
throughout the organism and, when poi- 
sons invade the circulating fluid, to es- 
tablish a nervous reflex to rid the body of 
them. Later we will consider more fully 
the action of the immunizing center and 
will also explain the function of the other 
centers located in the pituitary body. 

The next structure of the auto-protec- 
tive mechanism, in the order given above, 
is the thyreoparathyroid apparatus. This 
latter includes the thyroid gland and the 
parathyroid glands; it is connected by a 
continuous nerve pathway with the im- 
munizing center in the pituitary body 
and, as in other animals supplied with a 
thyroid apparatus, is under the control 
of the immunizing center. That is to 
say, the functional activity of the thyroid 
gland and its appendages is increased by 
direct stimulation from the immunizing 
center. 

Normally, the function of the thyro- 
parathyroid apparatus is to elaborate and 
discharge into the immediately related 
lymph spaces a specific secretion. This 
secretion ultimately reaches, via the su- 
perior vena cava and the heart, the pul- 
monary alveoli. In the pulmonary alve- 
oli, as we shall see later, the thyropara- 
thyroid secretion is taken up by the red 
corpuscles along with the oxvgenated ad- 
renal secretion (which Dr. Sajous terms 
“adrenoxidare”’), and is borne by the red 
corpuscles to all tissues of the body. In 
health, only so much thyroparathyroid 
secretion need be elaborated as can be 
utilized by the tissues of the body. In 
disease, however, the normal supply of 
this secretion to the tissues is insufficient ; 
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for when poisons enter the blood from 
any source whatsoever their toxic action 
must be opposed in part, if the blood is 
to be speedily or completely rid of them, 
by the antitoxic action of the thyropara- 
thyroid secretion. In other words, in 
every encounter with disease there is 
needed in the blood an amount of thyro- 
parathyroid secretion greater than normal 
—that is, if the defensive mechanism is 
to be successful in its encounter with dis- 
ease. Hence it is that in the higher ver- 
tebrates we find in every species that sur- 
vives a “test-organ” which when irritated 
by toxins circulating in the blood, re- 
flexly stimulates the thyroid gland to 
overactivity. The physiological action as 
well as the chemical composition of the 
thyroid secretion will be discussed later. 
At present we are concerned with only 
the salient features of the auto-protective 
mechanism. 

We now come to consider the third 
named subdivision of the auto-protective 
mechanism, to wit: the adrenals. These 
glands are of far more importance in the 
economy of the body than the thyroid 
gland. Indeed, the adrenals rank in im- 
portance with the pituitary body, for, as 
first demonstrated by Brown-Sequard, 
they elaborate a secretion which is essen- 
tial for the maintenance of life.t In 
point of fact, it is not difficult to demon- 
strate the importance of the adrenals in 
the higher mammals. For example, if 
we completely decapsulate a_ perfectly 
healthy rat, within a short time symp- 
toms of cardiac failure, vascular relaxa- 
tion and muscular exhaustion appear and 
gradually grow more and more severe 
until within a few hours or a few days 
the animal dies. If, however, blood is 
drawn from the suprarenal vein of a 
healthy rat and injected into the supra- 
renal vein of the decapsulated one, 
almost immediately the latter animal 
revives and all lethal symptoms dis- 
appear. Further, as long as these in- 
jections are continued at frequent in- 
tervals the animal seems to function nor- 


*According to certain bio-chemists there is little, if any, difference between the fluid element of the blood, 7. ¢., the 
plasma, and sea water. 

For example; Kirke’s Physiology says ‘‘The presence of the adrenals is essential to life:’—Sixth American Rev. 
1907, Page 402. 
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mally, but when they are discontinued 
death results within a few hours or days. 
A very different result is secured, in at- 
tempting to revive the rat, if the blood 
injected be drawn from any vessel in 
the body of the healthy animal other than 
the suprarenal vein or the inferior vena 
cava. If the blood is not drawn from 
one or the other of the above named 
veins, the decapsulated animal receives 
no beneficial effect whatever from the 
injection. And so it is at once apparent 
that the blood coming from the supra- 
renal capsule contains a vital element not 
elaborated or secreted by any other organ 
or part of the body. In point of fact, 
many bio-chemists have demonstrated the 
presence in the suprarenal vein of an al- 
buminous substance not found in venous 
blood elsewhere in the body except in the 


veins leading from the renal veins to the 


lungs. Moreover, they have demonstrat- 
ed that this substance is not found in 
blood leaving the lungs or in arterial 
blood elsewhere in the body. More will 
be said presently concerning the function 
of the adrenal secretion in the lungs. 

In describing the fourth subdivision of 
the autoprotective mechanism, namely, 
the nerves that connect the adrenals and 
the thyroparathyroids apparatus with 
their controlling center in the brain, it 
must be borne in mind that the proof of 
this special nervous pathway cannot be 
given in this short essay. Dr. Sajous, as 
stated at the outset, presents this proof 
in his book on the Internal Secretions. 
The purpose here is merely to summarize 
the salient features of this nervous mech- 
anism. 

So let us trace in a general way in man 
the nerve pathway connecting the differ- 
ent organs already described. Let us 
suppose that some foreign and poisonous 
substance circulating in the blood, e. g., 
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the poison of intestinal putrefaction, of 
pathogenic bacteria, of administered 
drugs, etc., is irritating the immunizing 
center in the pituitary body. Upon being 
irritated the “test-organ” immediately 
sends impulses over a definite pathway 
to the spinal cord. In the cord the im- 
pulses traverse the cervical region and 
enter the dorsal region where they are de- 
flected from their downward course. In 
other words, they leave the cord through 
the upper five intervertebral foramina on 
either side of the vertebrae and pass via 
connecting nerves to the upper five dorsal 
sympathetic ganglia situated on either 
side of the spine on the heads of the up- 
per five ribs respectively. From these 
ganglia some of the impulses pass upward 
through the inferior and the middle gang- 
lia to the thyroid gland; while the others 
pass along the nerve pathways from the 
upper five dorsal ganglia via the solar 
plexus to the adrenals. And so it is that 
the toxic-laden blood by irritating a norm- 
ally active “test-organ,” throws into ac- 
tion the auto-protective-and-recuperative 
mechanism of the body, i. e., simultan- 
eously stimulates to over activity the nor- 
mal thyroparathyroid apparatus and the 
normal adrenals, causing them to secrete 
antitoxin in sufficient quantity to render 
innocuous whatever poison enters the 
blood. 

So long as this reciprocal process con- 
tinues unimpeded, health, of course, pre- 
vails. But, needless to say, sooner or 
later in the life of every individual this 
mechanism is deranged and disease in- 
vades the body. And so the supreme 


question for each of us must always be, 
“How can we maintain the harmonious 
action of the body’s auto-protective mech- 
anism; or in case of disharmony, how 
can harmony best be restored ?” 
404 WEIGHTMAN BLp. 

(To be continued.) 











Theory and Practice 


ERNEST E. TUCKER, D.O., JERSEY CITY, N., J. 
An Address delivered before the Annual Meeting of the New Jersey Osteopathic Society, October 30, 1909. 


At a recent meeting of the National 
Association, it was the general sentiment 
expressed that we should include more 
practical things and so far as possible 
more specific diseases in our papers and 
discussions. 

There may be some discussion as to 
what is included in being practical. 
Practical comes from the Greek verb 
pratto, to do, to act, perform, accom- 
plish; it has a dozen principal parts 
and it impresses us that there is more 
than one way of being practical. 

Contrasted with practical is theoretical ; 
from the Greek verb tithemi, to place; 
which also impresses that there is more 
than one way of being theoretical. It 
means of objects, to place; of ideas, to 
put down; to lay down a solution; to 
plan methods; to outline processes. In 
all but those who leap vefore they look 
or who are sheer immitators, it precedes 
practice even as looking at the clock pre- 
cedes the telling of the time. 

These two, in fact, cannot get along 
without each other. It is not a case of 
theory versus practice; or of theory or 
practice; but of theory and practice. 
“One forever and inseparable.” This 
combination is essential to a right de- 
velopment. 

The osteopathic practice has grown up 
so rapidly that theory and practice have 
here and there been not mixed. We 
should bring theory and practice together 
that they may mutually modify each 
other. 


THEORY AND PRACTICE CHECK EACH 
OTHER 
Some things the practical man holds 
to the theorist must modify; and some 
things the theoretical mansays the practi- 
cal man must modify. For instance: 


The altas is diagnosed by its relation to 
the mastoid process and the angle of the 


jaw, and it is said that the odontoid pro- 
cess and check ligament make impossible 
2 posterior displacement; all displace- 
nients must be anterior. 

Now there may be some confusion of 
terms here, but in my conversations with 
practitioners and professors, I have been 
careful to have as clear an understanding 
as is possible, and it still appears that 
there is an absolute variance of opinion 
on the subject. 


The theorist examines this matter and 
says: the jaw is the most variable bone 
in the body as to size and shape; its 
position is at all times variable, and it is 
therefore a most uncertain guide. The 
altas has, however, a true morphological 
relation with the occipital bone and the 
mastoid process, which corresponds with 
the transverse process of one of the cran- 
ial vertebrae. Further, says he, no liga- 
ment is an argument against possible 
displacement of a joint. Also the muscles 
that draw the atlas back are about four 
times as strong as those that carry it 
forward ; and their angle is directly back- 
ward, while the anterior muscles are al- 
most vertical, thus making very difficult 
an anterior displacement of this bone and 
very easy the reverse. To this we may 
add the weight of the muscles inserting 
in the back of the skull, but arising 
further down in the neck, for their action 
is to rotate the skull forward on the atlas, 
producing a position of occipito-anterior, 
to use Dr. Forbes’ terminology. Even 
those that arise in front, as the sterno-clei- 
domastoid, insert behind. To this we 
may add still the part of one’s life that 
is spent in sleep with the head raised 
upon a pillow and a great part of the 
weight of the body bearing the atlas 
backward upon the skull, so that even 
while we sleep the lesion is developing. 

To this we may add a point stated by 
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Dr. J. Ivan Dufur, that when the atlas 
and axis are moved forward in relation 
with the skull, the tip of the odontoid 
process may engage on the anterior mar- 
gin of the foramen magnum. 

All of these points lead the theorist to 
look for the displacement backward in 
relation with the skull. And as a practi- 
cal man, I have found no more frequent 
lesion, and surely there is no more im- 
portant one. Now, on this point, I find 
so great a variance in the opinion of 
the profession that it comes to be an im- 
portant point. But the lesion diagnosed 
as described has been so easy to reduce 
and the results so quick and constant 
that I cannot feel any doubt of the diag- 
nosis. This diagnosis is made by 
placing the fingers on the posterior 
border of the mastoid process and 
defining the line thereof. This line, 
which we may call the mastoid line, 
continued downward, should cut off 
the posterior inferior corner of the trans- 
verse process of the atlas. In almost all 
cases of lesion it will be found quite 
posterior to this line. This diagnosis is 
easy and definite. 

So also the theorist says things some- 
times that the practical man has to 
amend. The theorist says, for example 
that the nerves for the stomach emerge 
from the spine from the sixth to the 
tenth, and the tenth and eleventh dorsal. 
Therefore, treat there for stomach 
troubles. The practical man says that ts 
not always the place you get your best 
results. | Some conditions are perhaps 
best treated there, but not all. 


SPECIFIC CENTRES 


For instance, in flatulent gastritis the 
most immediate effect in my experience 
is obtained at the head of the first and 
second ribs. I believe that, reasoning an- 


atomically, we could not expect to find 
a centre there, and yet there it is. 

In conditions of flatulency where great 
volumes of gas are formed in the stom- 
ach, and escape as eructations or accu- 
mulate there causing great distress and 
danger, treatment at the first and second 
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ribs not only makes easy the eructations, 
but also checks the formation of the gas. 
This treatment I have used in quite a 
number of cases. 

In nausea, and headaches reflected from 
the stomach, a specific centre seems to 
exist at the fourth dorsal—or fourth and 
fifth interspaces. The centre is in a state 
of high irritability usually and a little ex- 
citing stimulus will cause it to explode 
and emesis to follow, but quieting and 
relaxing treatment will often disperse the 
tension and relieve the attack, provided, 
of course, the contents of the stomach are 
not a lesion too severe to be overcome. 

A centre controlling hiccoughs or 
spasm of the oesophagus with diaphragm 
and pharyngeal muscles, I find at about 
the seventh rib. Of course we can also 
correct the spasm through the functional 
use of the oesophagus, as in swallowing, 
the pharyngeal muscles as in singing, or 
through the phrenic nerve, but this 
specific centre exists also, and I believe 
it is the most effective. 

The relaxing of the pylorus can be 
secured by inhibitory pressure on the 
lower ribs on the left side. With the 
patient lying supine, all eight fingers are 
spread out somewhat and placed next the 
spine, pressing up and out on the erector 
spinae muscles, held steadily there for 
ten or twenty seconds. The ear applied 
to the epigastrium will almost always 
hear the gurgle of fluids and gas as the 
contents of the stomach begin to escape 
into the bowel. There is another and 
much more severe method of emptying 
the stomach by direct syringing of it. 
The left hand picks up the ribs from be- 
neath ; the right hand carries the stomach 
firmly up against the diaphragm; as the 
left hand releases the ribs the right de- 
scends, carrying the stomach more firm- 
ly against diaphragm. The left hand 
then reinforces the right, half way up the 
hand, making the two hands together 
about the length of the stomach; a syr- 
inging motion is-then given to force the 
contents against and through the py- 
lorus. 

I do not care to use this method as 
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beer and such things are safer in the 
stomach than in the intestines. The 
proper way to treat this latter condition 
is with a finger down the throat. 

I believe that I can contribute little from 
my own experience as to the specific 
manipulation of the intestines. When it 
is necessary to treat directly any very 
sensitive spot, it may be done by first 
pressing very lightly over the tender area. 
Then keeping the rhythm of the pressure 
with that of the breathing, lightening 
the pressure with each intake and de- 
scending a shade deeper with each ex- 
piration, the sensitive area can soon be 
handled with quite a little freedom and 
without much pain. 

The whole intestinal canal is so em- 
phatically a vascular organ, that the chief 
effect in almost any condition can be se- 
cured through thermic measures. As I 
have said before, the normal stimulant 
for the cerebro-spinal nerves is a me- 
chanical one; the normal stimulant for 
the vaso-motor nerves is a thermic one; 
so that hydrotherapy is of preeminent 
value in the alimentary tract, notably in 
the intestines. 

I have spoken at other times of the 
interesting reflex to the calves of the legs 
from the intestines and also of the origin 
of the snakes in delirium tremens. In 
diabetes we have the same cramps in the 
calves, associated with pain in the back. 
This probably, points to a specific centre 
for the motor functions of the intestines. 

The appendix seems to be closely re- 
lated with the eleventh dorsal. Among 
my own cases, I recall two in which al- 
most instant relief was given through 
reduction of a lesion at the eleventh rib. 
In this connection, Alfred Stengel (in 
Osler’s Modern Medicinal, vol. v., page 
413) says: 

“The patient is siezed with a cramp- 
like pain which first occupies the umbili- 
cal region of the abdomen and subse- 
quently moves to the region of the right 
iliac fossa. * * *The nervous mechanism 
explains to some extent the localization 
of the pain. The afferent nerves are con- 
nected with the solar plexus through the 
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superior mesenteric. The area of hyper- 
algesia may more properly be ‘said to 
occupy the region of the eleventh dorsal 
area of Head—a band extending on the 
right side below the line of the um- 
bilicus to the lumber spine posteriorly.” 

In a recent case a lesion of the eleventh 
rib was discovered and the moment the 
place was touched, all the symptoms be- 
came acutely exaggerated. In this case 
I set a bowl in front of the boy and a 
bath towel around his throat and let the 
symptoms take care of themselves while 
I set the rib. Following this, the relief 
was instant and for the acute features 
permanent. It may be said that in such 
acute conditions spots of tenderness are 
spcets where relief may be given by proper 
treatment. 

I have seen two or three cases since 
which seemed to indicate that this rib 
centre presided more or less over the 
whole colon, which, by the way may 
account for the rule that constipation be- 
gins with, and lasts until the attack sub- 
sides. 


RESEARCH TO LOCATE OSTEOPATHIC 
CENTRES 


Now, if these things be true, and anato- 
mical reasoning could not have led us 
to many of these points, then it follows 
that the osteopathic centres are not al- 
ways the anatomical centres, and it fol- 
lows that we have a vast amount of re- 
search work ahead of us—research work 
that can be done only in our own treating 
rooms. Dogs are not men. They differ 
in several important particulars—at least 
they generally do. They differ in di- 
athesis, in relative strength and resist- 
ance of functions—in a thousand ways 
dynamically and in many ways structur- 
ally—and all the dogs and frogs and 
pollywogs we can cut up now will do no 
more than verify in laboratory what we 
daily verify in the treating room. The 
laboratory work is essential, but we can 
by collaboratory work keep indefinitely 
ahead of the laboratory findings. 

If we will take the suggestion of the 
A. O. A. and keep.to one subject, as for 
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example the specific centres of the alimen- 
tary tract, make observations through a 
given time, as a month, and report our 
observations; spend another month in 
verifying each other’s work, and then 
publish the reports, I believe we might 
start a movement that would be of in- 
estimable value in the history of the pro- 
fession. 

If this strikes you favorably I would 
be glad to offer my services in any way 
you may desire in connection with such 
an effort. Perhaps some of you here 
can even now verify some of these points 
from your experience or can suggest 
others. 


TO PRODUCE SLEEP 


Before closing I want to tell of another 
manipulation that I have come to regard 
as specific to produce sleep. Sleep is the 
best friend of every condition; the boon 
of poverty; the solace of grief, the best 
remedy in disease and pain; its purchase 
bevond the purse of emperors; which all 
must woo alike—more fickle than woman 
and much more to be desired. A good 
woman, it is said, is a foretaste of 
Heaven; but in sleep, it is said, we enter 


' 
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into communion with the 
Heaven themselves. 

The measure by which sleep is induced 
is exceedingly simple—the patient is 
lying on his back, the practitioner 
takes the back of the head and chin in 
his hands, and telling the patient to re- 
lax—not to pull—exerts gentle, firm trac- 
tion—not rotation on the head. The 
traction should not be more than a few 
pounds; the difficult part is to be sure 
you are not pulling against resistance. 
The success of this treatment depends 
on the physician’s cleverness in making 
the patient relax. The neck will be felt 
to stretch, and soon the long intake of 
breath which is characteristic of the be- 
ginning of sleep will indicate the success 
ofthetreatment. Continuetohold the head 
thus for four or five such deep respira- 
tions: then as slowly and steadily as 
possible relax the tension on the head. 
The patient in most cases is ready for 
sleep. Unless we get the deep respira- 
tion, the treatment loses much of its 
effect and it will most likely be found 
that the neck muscles will be held tense 
somewhere. 

142 Summit AVENUE 


spirits of 





Pelvic Examination and Treatment 


BERTHA A, BUDDECKE, D.O., ST. LOUIS, MO. 
Paper read at the Section in Gynecology and Obstetrics at the Minneapolis Meeting of the A. O. A. 


In discussing the subject of local ex- 
amination and treatment, it may be said 
that no part of the physician’s work re- 
quires more tact and delicacy than gyne- 
cological treatment. If you do not first 
win the confidence of the patient and 
put her at ease, she will refuse to be ex- 
amined at all; or, if persuaded, may con- 
sent because too timid to oppose, but 
when once out of your office she will 
never return for fear of a repetition of 
the unpleasant experience. It is there- 
fore wiser, if the case is not too urgent, 
to treat a timid woman a few times be- 
fore introducing the subject of local ex- 
amination. On the other hand, we meet 


with the woman who has made the rounds 
of the specialists and who is immune to 
these experiences, in fact, does not con- 
sider your examination thorough unless 
you have examined every point of her an- 
atomy. Young women should be spared 
these examinations as far as possible, be- 
cause of the nervous shock attending 
this ordeal. I say ordeal advisedly, for 
I have known a few cases to become so 
excited that a sleepless night followed 
this part of the treatment. Then also it 


behooves the physician at all times to be 
on his guard with neurotic women. They 
exaggerate and distort their experiences 
to such a degreee that you will be de- 
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scribed as a brute to her circle of friends 
or to the next physician. Just a week 
ago, a woman told me such a tale, saying 
that the doctor had roughly taken a hold 
of the uterus and pulled it down, since 
which time she had felt badly and that he 
was responsible. I am acquainted with 
the medical man referred to, and know 
that he is not rough. However, the vivid 
picture her excitable temperament created 
could not be eradicated by anything I 
could say in extenuation. This occur- 
rence was due to the fact that he did not 
realize he had a nervous woman to deal 
with, who required special gentleness. 

In approaching a woman who has 
never had a local examination it is best 
to let the movement of the finger be very 
slow, gently relaxing the vaginal walls 
as you enter. If you find stenosis of the 
vagina, do not force an entrance, but 
withdraw after relaxing the tissues as 
much as the patient can bear. As a rule 
I should say let local treatment be as brief 
as possible. However, one must remem- 
ber to vary every rule to suit the case in 
hand. Human beings are as different as 
the diseases they are heir to, we must 
modify all treatment to meet the indi- 
vidual needs. 

A history of your case is always es- 
sential and assists in arriving at a correct 
diagnosis. The character of the daily 
life, whether idle or strenuous, the dura- 
tion of the trouble, early life of the pa- 
tient, habits past and present, all throw 
some light on the existing condition. It 
is interesting to note how great a per- 
centage of cases of female troubles, tu- 
mors, inflammatory conditions, misplace- 
ments, etc., can be traced to a history of 
trauma, confirming our osteopathic lesion 
theory. I rarely find a leucorrheal dis- 
charge without an associated innominate 
lesion. 

The position for examining the uterus 
and adnexa are the Sims’ left lateral, 
dorsal, genu-pectoral, the elevated pelvis 
or Trendelenburg, and the erect. 

If your patient must be examined at 
home, where a table is not available, an 
ironing board or lap-board placed on the 
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bed prevents the body from sagging and 
enables the doctor to secure a more cor- 
rect knowledge of the relationship of the 
structures. The favorite position for 
treatment is probably the left lateral, this 
and the Sims, enables the operator to 
reach higher into the vagina than in the 
dorsal position. In obstetrics the chances 
for laceration are greatly reduced if de- 
livery is made with the patient in the 
Sims position. Delivery in the dorsal. 
position hastens expulsion, but is accom- 
panied by a greater danger to the per- 
ineum. 

The bi-manual examination can best be 
made with the patient in the dorsal posi- 
tion. The hands can be approximated 
through the abdominal wall, the right in 
the vagina, the left on the abdomen, thus 
tubes and ovaries can be palpated and the 
uterus given a massage with the hands 
in this position. The first thing to note 
after examining the vulva is the character 
of the vaginal wall. When in good tone 
the walls of the vagina stand as firm pil- 
lars, a strong support to the pelvic tis- 
sues. When found devoid of rugae, 
smooth and relaxed, you may expect a 
general collapse and sagging of the uter- 
us and appendages with rectocle poster- 
iorly, producing cystocle anteriorly, cre- 
ating bladder disturbances, with constipa- 
tion, hemorrhoids, tenemus, a resulting 
bend in the urethra may compel the pa- 
tient to stand during micturition. 

A congested state of the vagina mani- 
fests itself by temperature, the finger de- 
tecting the fevered condition at once. 
Frequently one finds an eroded condition 
of the vaginal membrane near the orifice 
while the upper part remains intact. 
There are found in the upper end of the 
vagina bacilli, whose action is destruc- 
tive to all but specific germs. This should 
be taken into consideration when tempted 
to endorse vaginal douching too liberally. 
Introducing antiseptic washes into the 
vagina destroys not only the cocci, but 
the natural protectors of the vaginal 
membrane. (One author terms them the 
vaginal bacilli.) A case of vaginitis or 
colpitis will next develop. A patulous 
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vagina may present an eroded surface at 
the entrance, because of easy access thus 
given infectious material from without. 
Acrid discharges affect the mucous mem- 
brane. 

Erosion on the cervix is usually the 
result of puerperal lacerations. The 
os uteri no longer closes snugly as nature 
intended it should do in order to protect 
the delicate intrauterine lining, and its 
membrane is now exposed to the acid 
fluid of the vagina instead of the alkaline 
one of the uterus. In addition the con- 
stant friction of this delicate membrane 
against the wall of the vagina sets up 
eventually a disease of the nabothian 
glands, mucous follicles in the cervix. 
Infection of these follicles may extend 
to the endometrium, fallopian tubes, 
ovaries and peritoneum. 

The most common cause underlying 
cervical erosion is laceration of the cer- 
vix, the patulous condition of the os per- 
mits the eversion of the endometrium. 
This eversion is termed ectropion. 


GROWTHS 


Benign and malignant growths form 
an important part of gynecology. There 
is still much difference of opinion in the 
profession as to what extent we may 
claim and expect to cure some of these 
tumors. I have always been inclined to 
think that all fibroid tumors were surg- 
ical, but recently I experimented with a 
case that was diagnosed fibroid and cer- 
tainly had all the characteristics of a 
fibroid, and in two months time reduced 
the tumor by one-third. The tumor was 
originally as large as the head of a six- 
months’ old child, and caused pressure 
symptoms to the extent of entirely de- 
stroying bladder control. At present pa- 
tient is suffering none of the original 
symptoms. This was a charity case, a 
woman with the usual dread of an opera- 
tion, and was willing that I should ex- 
periment with her case. My experience 


with this case led me to wonder whether 
some of these fibroids are not amenable 
to our treatment, or whether when we 





13 


get results are they mistakes in diagnosis. 

For carcinoma and sarcoma we must 
turn to surgery as the only hope, and the 
sooner the better. 

With our attention eagerly fixed on the 
structural lesions and pathological con- 
ditions, we are prone to overlook the 
mental side of our treatment. No class 
of disease is accompanied by so much 
depression of spirits and morbidness as 
pelvic disturbances. Therefore one of 
our endeavors should be to change the 
patient’s habit of thought. It goes with- 
out saying that this must be accompanied 
by correction of deranged structure, for 
it is possible to buoy up a patient mental- 
ly for a time, but unless you remove the 
primal cause there will follow a most 
disappointing relapse. 

Sometimes it is necessary to recom- 
mend a change of environment, a re- 
moval from the sympathetic circle of 
home, where members of the household 
have come to treat your patient as a con- 
firmed invalid. A change of scene will 
frequently induce her to neglect the per- 
sistent consideration of her numerous 
symptoms. A little responsibility has a 
salutary effect mentally as well as physic- 
ally, and will often help you raise your 
self-centered patient from the hopeless 
neurotic condition into which the ma- 
jority of sufferers from pelvic disturb- 
ances lapse. 

The emancipation of woman with all 
its blessed freedom and independence, 
from one side brings a doubtful blessing. 
Experience with the large class of bread- 
winners who come to us for treatment 
inclines us to weaken our enthusiasm for 
the opportunity this century offers woman 
to take her place beside man in the com- 
mercial and professional life. It makes 
one shudder when one of these girls un- 
der treatment for pelvic disorder with its 
accompaniment of endless ills reports that 
all the girls where she is employed suffer 
in the same way, many worse, ready to 
give up the struggle for existence, but 
urged on by grim necessity, drag on their 
weary way as best they may. Even dur- 
ing the periodic congestion of the pelvic 
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viscera, a time when all women should 
diminish activity. Stubborn cases will 
usually respond beneficially to one or 
two days in bed at the menstrual 
period. It is probably not an exaggera- 
tion to say that nine-tenths of the women 
who spend their day constantly standing 
or sitting in one position end finally with 
female troubles and their countless reflex 
disturbances. 

Observing nature’s suggestion in the 
matter, we see in the low forms of life 
the 6vum lying dormant, higher in the 
scale we have the female the inactive 
factor, certainly less active than the male, 
the male representing the aggressive force 
in nature. In our industrial and profes- 
sional life we have overthrown this prin- 
ciple, and our suffering is probably at- 
tributable to this opposition to nature. 
On the other hand, it may be that in 
time women will learn to do their work 
with less nervous strain, learn from men 
how to work with more repose, in a 
more relaxed condition. Women waste 
as much energy in the intensity with 
which they work as would be required to 
perform twice the task. I do not believe 
we can go back to the old order of con- 
fining women to the home, the sphere 
for which they were intended ; therefore 
we must teach them how to conserve 
their force, how to relax while working, 
that our working women may be spared 
a life of physical misery. 
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Prophylactic measures are the most 
effective in preventing and also in curing 
many of women’s ills. It seems nothing 
short of criminal that our young women 
should be so poorly prepared for life. 
Concerning the most vital functions of 
their existence they are pitifully ignorant. 
How is it possible that in this enlight- 
ened age we permit the young woman- 
hood of our country to lay a foundation 
for future physical misery? The working 
girl has not learned, nor has the college 
girl been taught, with all her accomplish- 
ments, the essentials of life. If in the 
effort to cultivate the intellect of our 
girls the physiological side of their de- 
velopment is neglected, higher education 
will surely be a failure. The one great 
pedagogue who has recognized this dan- 
ger and is seeking a remedy is Stanley 
Hall—his book, “Adolescence,” contains 
much of interest to the physician. One 
of the valuable precepts Dr. M. E. Clark 
sought to impress upon his students was 
that one of the important functions of 
the physician is to teach his patients the 
principles of right living. He called at- 
tention to the fact that the title “doctor” 
is one who instructs. To improve our 
race, which we all recognize is badly in 
need of regeneration, there must be a 
general awakening of educators and 
physicians to their responsibility in meet- 
ing the needs of mankind. 

3230 So. NintH St. 





Should Osteopathic Colleges Maintain a Standard Equal to or 
Higher Than Medical Colleges 


JAMES B. LITTLEJOHN, A. M.,M.D., D.O., CHICAGO ILL. 
Address prepared for the Open Meeting of the Associated Colleges at the Minneapolis Meeting, August, 1909 


The status of colleges appeals to every 
one who is interested in the progress and 
development of the science of osteopathy. 
The status of a college is determined by 
its standards both in entrance and cur- 
riculum. The entrance qualification of 
applicants is one which has raised much 
discussion. In the early history of oste- 


opathy, I presume it would be fair to 
say that the only qualifications requisite 
were a sufficiency of capital to make the 
arrangements to cover the tuition and 
expense incidental to the course of study 
and time spent in acquiring the same. 
As the years passed on, the requirements 
gradually increased, until the action of 
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the A. C. O. and the A. O. A. has de- 
termined the amount of education requi- 
site to enroll. Some colleges require a 
certificate of entrance, others have an 
entrance examination to determine the 
qualification of any applicant who has no 
college degree, high school certificate or 
other certificate of standing to present. 
This lack of uniformity in entrance re- 
quirements both in colleges and in the 
different States of the Union is one of 
the features still demanding the attention 
of the A. C. O. and the A. O. A., and 
the colleges. 

I think the solution of the entrance 
problem rests solely on whether we are 
prepared to standardize the work of our 
colleges. Some of the older medical col- 
leges are requiring an arts or science 
degree in order to enroll with them. 
Others, and I take the State of Illinois as 
an example, require a high school dip- 
loma or its equivalent. This latter test 
is the one we, as a college in Chicago, 
require of all our applicants. 

This rigidity in entrance requirements 
should be carefully considered. It ought 
not be carried to the extreme. There 
ought to be some provision for a worthy 
candidate to enter the portals of the pro- 
fession, who in his or her earlier days 
was denied the privilege of a college or 
high school training. It is not fair to 
make one live the best half of a lifetime 
before entering on such a professional 
career. 

In the few remarks I have to make, two 
things are prominently in mind. (1) The 
criticism of the older schools of practice 
regarding the short curriculum, and, (2) 
the criticism of our own school regarding 
the lengthening of our curriculum. 

In answer to the first of these, I would 
point out that the evolution of the oste- 
opathic colleges has not differed very 
much, if any, from that of the other col- 
leges. In the early days in this country 


there were no colleges, aspirants to pro- 
fessional fame acquired their information 
largely by apprenticeship, some of the 
more fortunate perhaps going to Europe 
to get a college training later. After col- 
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leges were founded, the curriculum was 
brief. The records of the life of the cele- 
brated and renowned Dr. N. Smith 
speak of him as beginning in 1798 a 
course of lectures which embraced all of 
the medical work, as it was then under- 
stood, and repeating the same for twelve 
successive years. I do not want to criti- 
cise this part of the evolutionary period 
of medicine, either as to the length or 
extent of college work, or as to appren- 
ticeship, but I have referred to it simply 
as a fact that some of our persistent 
critics might stop and ponder. 

We are all interested in progress. Med- 
ical science has progressed as well as 
other sciences. By medical science I do 
not mean what some seem to get from the 
meaning of medicine, I mean the entire 
field of scientific study pertaining to the 
relief of pain and the combating of dis- 
ease. Not drug therapeutics, not me- 
chanical therapeutics, not electricity, not 
hydro-therapeutics, not hygiene, not men- 
tal science, but every thing that can in any 
way pertain to the relief of the suffering 
of mankind. Ladies and gentlemen, do 
not get egotistical, if others have done so, 
don’t you do it. You do not by any one 
thing control or hold the key even to 
the control of disease or death. If you 
would be a physician worthy of the name 
you must be educated in the broadest 
way, taking in the field requisite to com- 
prehend the defects of the organism and 
the methods of restoration available. 

Some of our practitioners are averse 
to the study of anything but anatomy, 
physiology and osteopathy as they com- 
prehend it. They go so far as to say that 
we have good practitioners who acquired 
it all in six months. Have we? Did 
your respected and honored A. T. Still 
acquire it all in six months? I am sure 
he would be the last one to breathe such 
a thought. He had a medical education 
first, and a long course of experience. 
He was a medical practitioner first, and 
became an osteopath afterwards. It took 
him years to work it out—to acquire it. 
He got it at nature’s fountain, and I 
doubt much if many of his followers 
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could really honestly say that one year 
could teach or convey that principle to 
another. 

You must bear it in mind that the 
growth of a science begins with system- 
atic instruction and only when efforts are 
made to so convey the facts can that sci- 
ence flourish. Can you build a structure 
without the material or the time required 
to understand and place that material? 
Can you study the anatomy of health, 
the anatomy of disease, the physiology 
of health, the physiology of disease in all 
its departments in one year, two years, 
three years, or even four years? No. 
You go to a college to study the rudi- 
ments, you acquire the habit or method 
of study. You so cultivate your mind 
that you can finally understand the prac- 
tical side of what you are dealing with. 
You acquire an education—as people say 
—along certain lines, in your case you 
are studying what pertains to the heal- 
ing profession as a specialism if you 
please. No matter what influences may 
determine peculiarities in the practice of 
your profession, it is the thorough educa- 
tion of its members which determines its 
individuality—our graduate must be 
thoroughly educated or our system has no 
individuality. 

Why should we have a four-year cur- 
riculum, equal to older schools? (1) Ex- 
perience has taught us that less time is 
not sufficient to cover the branches requi- 
site. We are told that it is an arbitrary 
time fixed by a particular school of heal- 
ing and that we should not be required 
to comply with it. Years of study, minds 
above prejudice and all education, have 
agreed that the fact is so. Is it not true? 
What studies are required that are not 
needed in practice? It is absolutely im- 
possible to get a working knowledge of 
these branches in less time—any student 
will tell you so. Perhaps you could 
cover a series of quiz compends, but the 
branches embraced on them, never. We 
are not going after or following other 
systems. You who are fair-minded, ask 


yourselves what was the history of the 
homeopath—the thing that kept it down 
in earlier days. Was it only the materia 
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medica pertaining to the system that 
was standardized, and only when the sys- 
tem was standardized did it gain a legit- 
imate footing? Yes it was antagonized 
and is yet by many. Do you expect to 
get universal approval? Millenial days 
may bring that about in everything, but 
the time is not yet. (2) The law in most 
of the states requires a four years curri- 
culum to prepare for the practice of med- 
icine. We do practice medicine, ladies 
and gentlemen, fool yourselves as you 
may by thinking or trying to think other- 
wise. Osteopathic practice is the practice 
of medicine—that is, healing. Encyclo- 
pedias say the practice of medicine is 
the practice of the healing art. Is that 
what you want to be? Would you rather 
be a masseur, licensed to rub, to knead, 
to collect a fee, but not heal the sick as a 
physician? Ladies and gentlemen, hu- 
manity asks for your help to alleviate 
diseases and pains incident to human life. 
Do you want legislation as an inferior 
or as an equal? You want to be an ex- 
pert physician in osteopathy. 

The word practice of medicine seems 
to convey the idea of degrees only to 
some. Just as the letters M. D. do to 
some. That is their conception of it only. 
I am proud that I am an M. D., I am 
proud that I am an osteopath, and I want 
to fight for the principle for you. 

(3) It is just. We have no right to 
expect to obtain a standing in a com- 
munity if we do not come in on an 
equality with the others in the healing 
art. We want to be physicians in all 
that the word implies. You all know it. 
You all require to be ready for emer- 
gency, so that when called to a home or 
other place you can do anything that 
your scientific knowledge of the body, of 
the world or of its products will allow 
you to do for that suffering brother or 
sister. If you don’t, then I am badly 
mistaken. You can’t all be toxicologists, 
bacteriologists, pathologists, surgeons, 
but you can and ought all to be physi- 
cians—that is, you ought all to be versed 
in the rudiments of what pertains to the 
education of a physician. 

LITTLEJOHN COLLEGE oF OsTEOPATHY. 

















Methods of Primary Infection in Tuberculosis 


W. BANKS MEACHAM, A. B., D.O., ASHEVILLE, N. C, 


This subject can hardly be limited to a 
discussion of cases of pulmonary tuber- 
culosis because practically all pulmonary 
cases have other points of infection, and 
no one has yet been able to establish 
priority for any point wherein tubercu- 
lar foci may be found on post mortem. 
Regardless of the patent fact that the 
patient died of pulmonary infection this 
by no means settles the question of where 
the bacilli first attacked the body tissues. 
Destruction of lung tissue as evidenced by 
physical signs and post mortem findings 
only goes to establish the fact that in this 
particular case the lung afforded the least 
resistance to attack by the invading germ. 

By experimentation it has been shown 
that there are four primary points of en- 
trance for tubercle bacilli; (1) the re- 
spiratory tract by inhalation of bacilli 
present in dust or small particles of sput- 
um; (2) the digestive tract by contami- 
nated food and secretions from oral 
cavity; (3) the skin and mucous mem- 
brane by direct implantation; (4) all 
tissues by intrauterine infection through 
placental circulation. 

The last two modes are possible but 
relatively unimportant. So we have left 
only the respiratory and the digestive 
tracts of importance enough for our con- 
sideration. The work of von Behring 
and Harbitz shows conclusively that in 
children under 15 years the great ma- 
jority of cases are due to digestive in- 
fection. Indeed, if we follow von Beh- 
ring exclusively we must believe that all 
cases of even adults are infected when 
children through the digestive tract. His 
conclusions render respiratory infection 
practically nil. However, this authority 


is not accepted in cases that show infec- 
tion after the fifteenth year. 

Taking what may be considered as the 
concensus of authoritative opinion, we 
may say that practically all cases coming 
under medical supervision get the bacilli 


through inspiration or through ingestion ; 
that in children the majority of cases is 
admittedly by ingestive infection. 

It may be well here to state a few 
reasons why the theory of inspiratory 
infection ever came to be so thoroughly 
grounded in the mind of the laity and 
of the profession as well. 

In the first place, adult tuberculosis is 
nearly always in the lung. I can not re- 
call having seen this fact stated in fig- 
ures, but I should say that certainly 90 
per cent. of tuberculosis in patients over 
15 years of age is pulmonary. The bac- 
terial etiology of this disease has been 
definitely known and studied for less 
than thirty years, yet symptomatologically 
it is a disease as old as the history of 
medicine itself. What more natural than 
that through all these years of unknown 
bacterial agency the air we breathe should 
become intimately associated in our 
minds with a disease peculiar to the 
organ with which we breathe? When the 
bacterial cause was established, naturally 
again we thought of the air we breathe 
as the vehicle conveying this agent to the 
lung. For this reason the burden of 
proof by experimenting has fatten on the 
theory of ingestive infection. 

When we consider the pathology of in- 
cipient pulmonary tuberculosis we won- 
der that doubt was not sooner cast on in- 
halation. The usual site of an incipient 
lung infection is the apex. Certainly, to 
reach this point, the inhaled bacillus must 
travel by lymph or by blood and not 
through the air. Granting that the germ 
did enter nose or mouth with air, it en- 
counters precipitating moisture ana me- 
chanical obstructions of counter air cur- 
rents, cilia and hairs before it can reach 
the lung tissue, where it must still re- 
main virile before making its way into 
the pulmonary blood and lymph streams. 

Ingestive infection does not preclude 
contaminated air as a source. Mouth- 
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breathing permits a direct access of mois- 
tened bacilli to the digestive tract. The 
habit, especially noticeable in children, of 
sticking the fingers and dirty objects in 
the mouth, affords bountiful opportunity 
for the ingestion of air-born bacilli. 

It must be admitted, however, that 
both ingestion and inhalation infection 
may exist in the same subject, that in the 
presence of infection neither source can 
be rigidly excluded. Even experimenta- 
tion can go no further than to prove both 
methods possible. We will never know 
even approximately the percentage of 
adult pulmonary tuberculosis due to in- 
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gestion. But since the body anatomy and 
tuberculous pathology as well as the 
habits and nature of the infective agent 
all point to the possibility of ingested in- 
fection in the greater number of cases of 
all ages, we should at least guard our 
food supply, correct unclean habits in 
children and adults, and, in a measure, 
check the phthisiphobia that already 
through the ingenuity of some individ- 
uals causes the unfortunate victim of this 
disease to be regarded as a social out- 
cast, to be greeted with the cry, “Un- 
clean, unclean!” 
Am. NATIONAL BANK BL. 





Vertebral Articular Lesions 


H. W. FORBES, D. O. LOS ANGELES, CAL. 
Resumption of series of Articles begun in the Journal December. 1908 





(Rotated Second Dorsal, Rotation- 
Side-tilting of the Second Dorsal.) 

DeFInit1on.—Lateral second dorsal is 
a vertebral lesion in which the second 
third dorsal joint is immobilized in the 
position of rotation-side-tilting to the left. 

GENERAL Description.—Lateral le- 
sions are of frequent occurrence in the 
upper dorsal spine. Second, third and 
fourth lesions are more common than 
others. The vertebrae may turn to either 
the right or the left. If the vertebra is 
turned so that the body is directed to the 
left and the spinous process to the right, 
the lesion is named “lateral to the right,” 
and vice versa. The lesion is so named 
because the spinous process of the second 
is lateral to the right of the third. The 
rotation occurs ona verticalaxis. In this 
article “Second Dorsal Lateral to the 
Right” is described. Left lesions are 
the counterparts of the right ones and 
one description will suffice for both. 
Lesions of the seventh cervical and eleven 
upper dorsal are so nearly alike in the 
mechanism of origin, morbid anatomy, 
and technique of correction that one 
description will largely apply to all of 
them. In their effects, and in the details 





of their causation and correction, there 
are differences which will be noted in 
subsequent articles, 

The movement of the second dorsal is 
not a simple rotation. In addition to the 
turning, there is side-tilting. The rota- 
tion is the primary and greater move- 
ment; the side-tilting the secondary and 
lesser. This compound movement is 
designated rotation-side-tilting. It will 
be observed that this movement is unlike 
the movement of the vertebrae in lateral 
curvature of the dorsal spine. In this, 
side-bending of the spine is the primary 
and greater movement, the rotation the 
secondary and lesser. This movement is 
styled side-bending-rotation. 

The changed relations in this lesion 
are: The body of the second dorsal is 
turned toward the left and the spinors 
process toward the right; the right trans- 
verse process moves forward and upward, 
the left backward and downward; the 
right second rib is pushed forward and 
upward, the left drawn backward and 
downward; the right inferior articular 
facet of the second dorsal moves forward, 
outward, and upward, the left backward, 
inward and downward; the intervertebral 























JouRNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION 


disc between the second and third 1s 
deepened on the right and compressed 
on the left ; the inter-transverse space be- 
tween the second and third is widened 
on the right and narrowed on the left, 
the intercostal space between the second 
and third rib, from the angle to the spine, 
is widened on the right and narrowed on 
the left; the intervertebral foramen be- 
tween the second and third is widened 
in the vertical and antero-posterior 
diameters on the right and narrowed on 
the leit. 

ErioLocy.— Primary and_ secondary 
lesions occur. Let it be remembered 
that the term “primary lesion,” as used 
in these articles, means one that has 
originated independently of any other 
lesion, “Secondary lesion” means one 
that follows, i. e., is caused by another 
lesion, and is usually of the nature of a 
compensation for the original. 

Primary lesions are usually produced 
by trauma or muscular contraction or 
contracture. The usual trauma is a for- 
cible twisting or wrenching of the spine. 
The greater frequency of these lesions in 
the upper dorsal region is probably ex- 
plained by the fact that rotation is nor- 
mally more free in this region and that it 
occurs with the turning of the head and 
neck, and, consequently, these vertebral 
joints may be injured from violent twist- 
ing of the neck. A few cases may be 
traced to direct trauma to the part. 
Whether these are caused immediately 
by the injury, or arise from inflammation 
of the joints or muscular contractures is 
not clear. The muscles involved in the 
production of this lesion (second dorsal 
lateral to the right) are the Rotatores 
spinae, Multifidus, and Semispinalis 
dorsi. The Rotatores and the deepest 
fasciculus of the Multifidus are the chief 
factors. The deepest fasciculus of th 
Multifidus runs almost horizontally in- 
ward from the transverse process of the 
third dorsal to the spinous process of the 
second. The other fasciculi of this 


muscle and the Semispinalis dorsi rua 
more upward and inward from the trans- 
verse processes of the vertebrae below 
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the third and are more often involved in 
the rotation of a group or in a side-bend- 
ing-rotation of the upper dorsal spine 
than in single lesions. Contraction of 
the Rotatores and Multifidus on the right 
or atony on the left will cause this 
lesion. Contraction and atony may be 
due respectively to irritative and destruc- 
tive lesions of the internal branches of 
the posterior divisions of the upper 
dorsal nerves. These muscles may be 
contracted because of reflex irritations 
from the viscera, ‘The effects of this 
lesion are widespread and on the other 
hand, abnormal irritations of the afferent 
nerves in the organs which may be 
affected by it, may cause contraction of 
the muscles involved in its production. 
Secondary lesions of the second dorsal 
are not frequent. It may be lateral to 
the right as a compensation for left 
lateral lesions of the seventh cervical 
or any of the other upper dorsal verte- 
brae. In right lateral curvatures begin- 
ning at the third dorsal and extending 
downward, the bodies of the vertebrae 
are turned toward the right. In these 
cases the second is turned—body to left 
and spinous process to the right—as a 
part compensation. This condition is 
not strictly a lesion of the kind we are 
discussing, but in slight curvatures, the 
disturbed relations between the spines of 
the second and third dorsal may be the 
most conspicuous sign, and lead to the 
diagnosis of “lateral second dorsal.” 
DiaGnosis.—Diagnosis is made by in- 
spection and palpation. A good method 
to expose the upper dorsal spinous pro- 
cesses for examination is to have the 
patient sit upon a stool, cross the arms 
and flex the neck strongly and the upper 
dorsal spine slightly. This carries the 
scapulae outward and any deviation of 
the spinous processes may be readily seen 
and felt. When this lesion is present, 
the spinous process of the second dorsal 
is lateral to the right when compared 
with the spinous process of the third. 
This deviation is always palpable and, 
except in the very obese, it may be seen. 
The left transverse process of the second 
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dorsal is moved backward and down- 
ward and the right one forward and up- 
ward ; the second intercostal space, from 
the head of the rib to the angle, is nar- 
rowed on the left side and widened on 
the right. These deviations are palpable 
in many cases. The movement of the 
second dorsal on the third is greatly 
diminished or lost. Both the active and 
passive movements should be noted. To 
examine for the active movement, have 
the patient in the attitude described in 
the foregoing and stand directly in front 
or behind him. Instruct him to turn the 
face strongly to the right and then to the 
left. If a lesion is present, little or no 
movement will be seen or felt between 
the spinous processes of the second and 
third dorsal vertebrae. Let him now drop 
the arms and bend forward, then back- 
ward. The examining finger, placed in 
the interspinous space between the second 
and third, will detect the immobility on 
flexion and extension. Test the passive 
movement by placing the examining 
finger on the spinous process of the 
second to note whether it changes its 
relation to the third while you give the 
manipulation calculated to carry the 
joint through its total range of normal 
movement—flexion, extension, rotation- 
side-bending and side-bending rotation. 
Immobility is one of the most vaiuable 
signs of lesion, but not of any particular 
lesion. In differentiating between a 
deflected spinous process and this lesion, 
the presence of normal movement indi- 
‘cates deflected spinous process. Lis 
point is discussed further in the follow- 
ing. Asa rule a secondary lesion, lateral 
to the left, is present. This is usually 
below, between the third and fourth or 
fourth and fifth; less frequently above, 
between the first and second. The immo- 
bility of the primary lesion differentiates 
it from the secondary one. If the lesion 
is an acute one, pain and local tenderness 
are present. Deviation of the spinous 





process of the second to the right of the 
third, rest~icted or no movement between 
the seconu and third and the presence 
of a compensatory lesion establish the 
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diagnosis. To this tripod may be added, 
pain and tenderness in acute cases. 

The presence or absence of pain and 
tenderness should not be the basis of a 
diagnosis that this or any other vertebral 
lesion is or is not present. Pain is present 
in acute lesions and absent in chronic 
ones, There are other causes of pain 
and tenderness in this region ‘besides 
lesions of the vertebral articulations. 

The range of flexion and extens‘.n 
of the entire upper dorsal region is :e- 
duced by a lateral lesion of one vertebra. 
To demonstrate this, place a tape verti- 
cally along the spinal furrow, from the 
first to the sixth spinous process. In- 
struct the patient to bend forward and 
measure the distance between these 
points. Now have him bend backward 
and make a like measurement. In many 
cases the difference is less than one centi- 
meter. 

DIFFERENTIAL DraGNosis. — Second 
dorsal lateral to the right must be dis- 
tinguished from: (a) deflection to the 
right of the second dorsal spinous pro- 
cess; (b) first dorsal lateral to the leit 
to compensate for the lesion of the 
second; (c) deflection to the left of the 
third spinous process; (d) third dorsal 
lateral to the left to compensate for the 
lesion of the second. 

(a) When the spinous process of the 
second is deflected to the right, it is 
equally to the right of the first and third. 
If there are no lesions of the vertebrae 
or deflections of the spinous processes 
above and below the second, the spinous 
processes of the sixth and seventh cervi- 
cal and first dorsal are in line above the 
deflected second and the third, fourth 
and fifth are in line below it. A line 
connecting the spinous process of the first 
with that of the second runs downward 
and outward to the right ; one connecting 
the second with the third runs downward 
and inward to the left. These two lines 
form the sides of a triangle, the base of 
which is formed by a vertical line con- 
necting the first and third. This base 
line connects the vertical lines passed 
over the tips of the spinous processes 











above and below the second and these 
are all in line, and in the median line of 
the body. Thus, the deflected spinous 
process of the second is to the right of 
the median line, and of the vertebrae 
above and below it. The only cases in 
which lateral lesions of the second dorsal 
to the right, similarly change the rela- 
tions of the spinous processes and there- 
by make it necessary to distinguish 
between the lesion and a deflection of the 
spinous process of the second to the right, 
are those in which the first dorsal is 
lateral to the left to compensate for the 
lesion of the second. In such a case the 
spinous process of the first is to the left 
of that of the second, and that of the 
second is to the right of the third. In 
other words, in such a case the spinous 
process of the second is almost equally 
deviated to the right when compared with 
the vertebrae above and below—the rela- 
tion present when the second process is 
deflected. The differentiation between 
these two conditions depends on the pres- 
ence or absence of normal movement 
between the second and third dorsal. If 
a lesion, there is restricted or no active 
movement. The patient is instructed to 
turn the face to the right and then to 
the left and the palpating finger discovers 
that the relation of the spinous processes 
of the second and third does not change. 
If a deflected spinous process, the move- 
ment is normal. Passive movement is 
also modified. If a lesion, the spinous 
process of the second cannot be moved 
further to the right, but may be carried 
to the left by giving the manipulation 
calculated to correct it. If a deflected 
process, it may be moved equally far to 
the right and left. As a rule all doubt 
about the nature of the condition is 
cleared away by the application of these 
tests. If, however, after testing the 
movement, a doubt yet remains, the 
therapeutic test is available, namely: 
consider it a lesion and treat it as such. 
If a lesion, it will yield to treatment; if 
a deflected process, it will not be changed. 

(b) Differentiation between a second 
dorsal lateral to the right and a first 
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lateral to the left to compensate for it, 
is comparatively easy. The immobility 
of the second on the third and the normal 
range of the movement between the first 
and second is a sufficient guide to the 
correct diagnosis. In case of doubt and 
in cases in which the movement is re- 
stricted in both articulations, the safe 
course to follow is to consider that two 
lesions are present and treat accordingly. 

(c) Differentiation between a lesion 
of the second to the right and a deflec- 
tion of the spinous process of the third 
to the left is necessary when the third is 
lateral to the left to compensate for the 
lesion of the second. In such a case the 
spinous process of the second is lateral 
to the right of that of the third and the 
spinous process of the third is lateral to 
the left of the fourth. In other words, 
the spinous process of the third is lateral 
to the left of those immediately above 
and below it. When the spinous process 
of the third is deflected to the left it is 
equally deviated when compared with the 
second and fourth. A _ plumb line 
dropped from the spinous process of the 
first dorsal passes over the spinous pro- 
cesses of the second, fourth and fifth. 
The portion of this line connecting the 
second and fourth forms the base of a 
triangle, the sides of which are formed 
by a line drawn downward and outward 
from the second to the third and upward 
and outward from the fourth to the third. 
Thus, the changed relations of the 
spinous processes in these two conditions 
is similar. Normal movement between 
the second and third, signifies a deflected 
spinous process; restricted or no move- 
ment in this articulation, indicates lesion. 
The signs indicating that the second is 
lateral to the right are: spinous process 
of the second to the right of the third; 
immobility between the second and third ; 
the third lateral to the left to compen- 
sate for the primary lesion. 

(d) Differentiation between a second 
lateral to the right and a third lateral to 
the left to compensate for it depends 
upon the immobility between the second 
and third and the normal movement be- 
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tween the third and fourth. Immobility 
locates the lesion; changed relations of 
spinous processes reveals its direction, 
extent and class. 

TREATMENT.—Treatment consists of: 
(a) relaxation of contracted muscles and 
breaking up of adhesions; (b) removal 
of the lesion by manipulation ; (c) resist- 
ance movements to strengthen the atonic 
muscles. 

(a) The muscles that are contracted 
and shortened in this lesion are the 
Multifidus, Rotator, and Semispinalis 
dorsi on the right side. The Rotator and 
the deepest fasciculus of the Multifidus 
are the important ones for consideration. 
The deepest fasciculus of the Multifidus 
runs almost horizontally inward from 
the transverse process of the third to 
the spinous process of the second. The 
Rotator runs from the upper and back 
part of the transverse process of the third 
to the lower border and outer surface of 
the lamina of the second. Deep relax- 
ing treatment should be given to these 
muscles. Occasionally the more super- 
ficial fasciculi of the Multifidus and the 
Semispinalis dorsi require a similar treat- 
ment. 

The adhesions are stretched and broken 
by manipulation calculated to carry 
the second through its total range of 
normal movement on the third. The 
joint should be flexed, extended, laterally 
flexed to the right and left, and rotated 
to the right and left. The direction in 
which movement is most restricted will 
be discovered on making these various 
movements and more attention should 
be given to regaining movement in this 
direction than any other, for thereby the 
adhesions will be most specifically at- 
tacked. It is a good rule to exaggerate 
the lesion by bending and turning the 
cervical and upper dorsal column 
strongly to the left. The corrective 
treatment will complete the removal of 
adhesions and will stretch the shortened 
muscles. 

(b) In planning and giving manipula- 
tion to correct this lesion, it is necessary 


to keep in mind the exact condition of 
the joint. The spinous process of the 
second is moved to the right and the 
body to the left. In addition to the 
turning, there is a side-tilting of the 
vertebra so that a line drawn at right 
angle to its upper surface runs upward 
and to the left. Any movement which 
will effect a right rotation-side-bending 
of the second dorsal will correct the 
lesion. Out of several effective move- 
ments we will describe but two. 

Patient on the table, resting on his 
left side: the physician sits on the right 
side of the table facing the patient's head. 
He places his left thumb on the right 
side of the second dorsal spinous pro- 
cess and his right palm on the patient’s 
right cheek. The face is turned to the 
right and the cervical and upper dorsal 
column bent to the right, while the left 
thumb presses to the left and downward 
on the second spinous process. Reduc- 
tion should not be attempted until the 
patient is able to relax perfectly to the 
movement. To teach him to relax, make 
the movement several times without 
carrying it to the limit of lateral flexion. 
When he relaxes completely, hold the 
lateral flexion and rotation almost to the 
point of correction and make several 
slight movements forward and backward 
and to the right and left and then accom- 
plish the adjustment by a slight increase 
of the bend to the right and a pressure 
with the left thumb. The column above 
the lesion should be slightly flexed to 
separate the spinous processes. The re- 
duction is largely affected by the turn- 
ing and right-lateral flexion and the pres- 
sure of the thumb should not be great 
enough to cause pain, else the reflex 
muscular contraction produced by this 
will defeat the adjustment. For the 
same reason, the reduction should not be 
attempted until the patient is sufficiently 
familiar with the movement to relax per- 
fectly to it. This manipulation, when 
correctly given, is painless and is one 
of the most effective. The turning to the 
right carries the body of the vertebra 

(To be continued on page 158) 
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The Mission of Our Colleges 


That the policy of the A. O. A. ought 
to be in accord with the best thought of 
the profession goes without saying. That 
prejudice and partiality should find no 
place in its proceedings, should liewise 
be true. That the sum total of its in- 
fluence and power should be used to pro- 
mote the advancement of the profession 
along highest lines of development re- 
gardless of individual ambitions and 
idiosyncracies should be the animating 
purpose of its whole membership. That 
such has been the dominating idea of the 
men who have thus far guided its des- 
tinies, cannot be gainsaid by those of 
an unprejudiced mind. 

With no purpose to detract from other 
strong and worthy agencies in active op- 
eration for good, the influence of the 
National organization in promoting high- 
er aims, awakening and cultivating the 
spirit of research, guiding and protect- 
ing against legislative and other dang- 
ers, and affording an avenue for the crys- 
talization of positive gains to the pro- 
fession, has been wonderfully efficacious. 
It was the medium through which was 
voiced an indistinct demand of an ex- 


tended curriculum. Being the focal 
point for the flux of professional opin- 
ion, it will determine to a large extent 
the character of the work this increased 
curriculum makes possible. Not that 
there is any desire to hamper our schools 
or menace them in any way. Its ex- 
press judgment is properly what might 
be called the signboard of the profes- 
sion, indicative along broad lines of the 
pathway our schools should follow. 

This is perfectly natural and _ con- 
forms to the history of educational evo- 
lution. Elective college courses, man- 
ual training, agricultural and technolog- 
ical schools and other comparatively re- 
cent advances are in response to public 
needs in commercial and industrial life. 
So any initiation made in our schools 
should certainly be in accord with evident 
needs of the profession and rest for 
success upon its approval. 

There are certain fundamental truths 
upon which our system rests, cheif 
among which is: That disease is due 
to abnormal functioning as the result of 
perverted structure; that correction of 
this condition must be brought about by 
mechanical readjustment and such other 
aids as will not exhaust the resident 
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forces of the body and retard its self 
recuperative power. Whatever else our 
schools teach, these basic and other re- 
lated principles must constitute the dom- 
inant factor in the fabric of their work. 

The extension of our courses, the im- 
provement of our laboratories, the 
worthy spirit to excel in many lines, 
to build up big schools and to extend 
their reputation, carry possible dangers 
to which we dare not be blind. 

Our work has come into existence by 
reason of what we believe to be the dis- 
covery of a great scientific principle of 
therapeutics. It has grown because of 
its simplicity, its saneness in theory and 
its success in practice. It has developed 
in the face of the bitterest opposition 
based on ignorance, prejudice and mis- 
representation. It has won its way to 
public confidence and legislative endorse- 
ment. 

Henceforth its greatest danger lies 
not from without, but from within. The 
fountain heads of osteopathy must be 
unadulterated if the stream is to be kept 
pure. It is therefore up to our colleges 
to maintain such standards, instill such 
principles, enkindle such enthusiasm for 
osteopatic truth as that there shall be no 
feeling among future graduates that our 
system is incomplete or inadequate and 
that they are therefore unprepared to 
meet the exigencies of the modern phy- 
sician. This in no wise indicates my be- 
lief that a man can’t grow after leaving 
college and that he should not gather 
knowledge from all available sources. 
But if he is going to practice osteopathy, 
with genuine osteopathic spirit, the basic 
ideas so thoroughly ingrained that doubt 
by all means let him come out of college 
and uncertainty will not elbow him into 
the empirical pathway of internal medi- 
cine. 

This brings me to the consideration 
of my report as chairman of the Educa- 


JourNAL oF THE AMERICAN OSTEOPATHIC ASSOCIATION 


tional Committee at Minneapolis last 
August. The report was not written 
upon the impulse of the moment, nor 
with any desire to give comfort to those 
of the same opinion and displeasure to 
those of opposite mind; but rather from 
a sober sense of a danger that is present 
and positive. The granting of the M. 
D. degree by any of our schools is such a 
radical departure from established usage, 
that the precedent well deserves the ma- 
ture judgment of the profession. I am 
opposed to it for many reasons, some 
of which I shall state as specifically as I 
can. 

In the first place such a degree car- 
ries with it the idea that its possessor 
is not only versed in a knowledge of 
drugging, but endorses the theory upon 
which it rests. For what honest man de- 
sires to wear a degree whose concepts 
he repudiates? If the degree be granted 
for only what it in part stands for, is not 
the user of it guilty of a deception which 
will, and ought to discredit him in the 
eyes of the public? We have been teach- 
ing (and practicing) minor surgery and 
nearly all other subjects taught in med- 
ical schools for years. If we elect to 
take more surgery (and we should), is 
that sufficient ground for bestowing the 
M. D. degree as a special distinction? 
If so we might all along have been con- 
ferring such a degree for the partial M. 
D. courses pursued. No, no; let us 
neither deceive ourselves nor the pub- 
lic. Let us sail under our own colors, 
and if osteopaths say so, and if prepared 
to do surgery be brave enough to adver- 
tise ourselves as Surgeons—not M. D.’s, 
which may mean, and more often does 
mean, anything but surgeons. 

Then again the purpose to grant such 
a degree carries with it a very strong 
suspicion of admission that we are in- 
complete, and as pee wees, must borrow 
the plumage of the soaring eagles to 
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strut in. For one, I am not ready to ad- 
mit that our colleges can’t educate phy- 
sicians and surgeons. True we have not 
reached the full function of our growth 
—and it will be a sad day with us when 
we can solace ourselves with the belief 
that the depths of osteopathic philosophy 
have been sounded, and the borders of 
our domain have been wholly surveyed. 

But sadder still will be the day when 
our colleges publish to the world that 
our limits have been reached and to go 
further we must climb over into other 
preserves to find titles commensurate 
with this increased knowledge. By such a 
course do we not surrender into the 
hands of the medical craft, the very 
claim they always make, that our equip- 
ment is inferior and therefore laws 
everywhere ought to discriminate against 
us? We but substitute for them our- 
selves as our own gravediggers by the 
adoption of their title for any distinc- 
tion we may wish to confer upon our 
own students. 

I cannot discuss the proposition that 
because somebody from Canada or Eng- 
land desires this degree, our colleges 
should therefore confer it. The conten- 
tion is puerile. Our schools were created 
to do a specific work, viz: to teach osteo- 
pathy; and their origin stands as a pro- 
test against drug medication. If the com- 
mercial spirit of our schools ever goes 
to the length of offering to teach what- 
ever matriculants may think they want, 
their doors might as well be closed for 
they have long since served their pur- 
pose. ’ 

It is claimed that increased prestige 
will flow from the addition of this dis- 
tinctive title added for surgery. I do not 
think so for reasons already given. I may 
add, moreover, that if my observations 
are correct, then men who have secured 
this title since becoming osteopaths are 
not the great luminaries of the profession 


Ift 


- 


to-day. They are not the men who have 
a big practice. They are not the men 
who impress a community with the 
truth that osteopathy is a vital system 
of healing, sane, rational, philosophical. 
Indeed, as a rule they lack self-confi- 
dence, because when a house is divided 
against itself, security is the uncertain 
element. Osteopathy must stand alone 
without the props of medical titles and 
methods, else it is foredoomed. For 
one I shall be glad to see our colleges 
give all the surgery they can, provided 
they do not forsake the spirit of osteo- 
pathy, which should permeate every sub- 
ject of the curriculum; but in so doing 
let no graduate feel that he is getting 
beyond osteopathy to be a surgeon, for 
ours is an all embracing system of the 
healing art. 
J. L. Hottoway, D. O. 
Dallas, Tex. 


D. O. or M. D. or Both 


After hearing the discussions and 
reading the reports of the Minneapolis 
meeting of the A. O. A., it would appear 
that this question had scarcely been 
thought of before. But such is not the 
case. The subject received careful atten- 
tion, and plans were fully worked out, 
and recommended which I believe, would 
have settled the whole matter. No one 
can become efficient, much less expert, in 
all the procedures that are indicated in 
the treatment of human ailments. The 
best educated doctors of all schools 
recognize the fact that they are not com- 
petent to do some things; and an intelli- 
gent public has but little confidence in 
the doctor “who knows it all.” Surely 
the field clearly included in osteopathy is 
broad enough to demand che best thought 
and the most strenuous effort of any one 
who is willing to exercise his energies 
in that direction. 
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I know some will say that we must be 
osteopathic physicians. That is just 
what we are under the most comprehen- 
sive definition of the term physician and 
the most restrictive provisions of our 
osteopathic laws. The fact that the 
osteopath does not give drugs for ty- 
phoid, pneumonia, malaria, rheumatism, 
etc., only shows that he is a more up-to- 
date physician than the older schools. 
His success has proven also that he has 
something better than the so-called all- 
around physician. The fact that an 
osteopath does not want to fill a tooth, 
remove an eye ball, cut off a limb, or 
operate on a viscus, does not make him 
any the less a physician. The profession 
has insisted upon as thorough a prepara- 
tion for the physician as is required by 
other schools. I believe most of the schools 
possibly all, are meeting that require- 
ment. Let it insist also upon at least as 
good a preparation for the practice of 
specialties as other schools, and it will 
receive merited recognition along those 
lines. No five or six month’s course 
without a special schedule, simply re- 
hashing former work, will meet the re- 
quirements of specialists. | Dentists 
require four years in some states, and 
other specialists should also be required 
to take a thorough course of training 
under competent instructors. 

Let osteopathy now take a bold stand 
in favor of a more thorough preparation 
for all specialties, such as surgery of 
the teeth, the eye, the viscera, in fact all 
except what is recognized as minor sur- 
gery. Such a course would hasten the 
day when human butchery in the name 
of surgery would be less popular. In- 
stead of that it looks now as if our col- 
leges were trying to compete in the 
preparation of a class of doctors more 
amply provided for by the drug systems. 
I belive it would be a losing contest. 

The course recommended year after 
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year by the A. O. A. is unassailable ex- 
cept in the minds of those who had “an 
axe to grind.” That course proposed 
(1) a thorough osteopathic education for 
osteopaths; (2) a thorough preparation 
for those osteopaths who desired to 
qualify as specialists; (3) a separation 
of the field of the general practitioner 
from that of the specialist. If the 
schools prefer to take another course 
they must see to it that their course is 
at least as broad and their requirements 
as exacting as that of the best old line 
medical colleges. If osteopathic col- 
leges can teach everything, medical col- 
leges can do the same, and the former 
must do their work better than the lat- 
ter or there will be little or no excuse 
for their existence. 

I know many of the difficulties con- 
fronting the osteopathic colleges. Local 
conditions make the problem in one place 
different from that in another. But the 
main problem is or ought to be the same, 
namely, the maintenance of the principle 
of osteopathy. There, let us stick to the 
D. O. for those who practice osteo- 
pathy; the M. D. for those who use 
drugs as therapeutic agents; and the 
special designations now in use for spec- 
ialists, as, dentist, oculist, surgeon. By 
such a course we can keep osteopathy 
intact and contribute most to the general 
welfare. 

Meantime the most important ques- 
tion for the schools to settle is whether 
or not they are actually preparing their 
osteopaths for the states maintaining a 
dignified standard. 

E. R. Boorn, D. O., 


The JourNAL is pleased to resume 
with this issue the articles by Dr. H. W. 
Forbes, which ran through the last vol- 
ume. Perhaps no series of articles ever 
received more attention than they have 
had. 
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Are We and Are We to Be An 
Ethical Profession 


This question cannot be answered 
with a word. 

First let us have an understanding of 
terms. What do we mean by profession? 
The Century Dictionary says that the 
term profession implies attainment in 
scientific knowledge, as distinguished 
from mere skill; it contemplates the 
using or application of such knowledge 
for the good or advantage of others 
rather than one’s own purposes. This 
clearly differentiates profession from 
business. A profession is not a business. 
It has different standards of ethics, 
different ideals, different methods. 

Until comparatively recently, there 
were recognized three professions, medi- 
cine, theology and law—the learned pro- 
fessions. Now there are many so-called. 

Our definition contemplates scientific 
knowledge and practical application of 
it, consequently it implies the means to 
attain it. Hence, we find the professions 
equipped with colleges, endowments, 
hospitals, post-graduate courses, techni- 
cal magazines, organizations, meetings 
for discussion, and means for protect- 
ing their good name by expulsion, re- 
voking of license, disbarment, etc. We 
find close unions, fellowship, fraternal 
spirit and harmonious activity for the 
good of the order. 

This much for the tangible ear-marks 
and equipment of a profession; now the 
characteristics and spirit, the soul of the 
body that may be known, and recognized 
but is not so easy of description. The 
member of a profession must make his 
personal ends and aims subservient to 
those of his profession. He must con- 
sider his acts from the point of their 
effect on the profession. The profession 
is a body that suffers when one member 
suffers. The wrong doing and disgrace 


of one of its members, causes the finger 
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to be pointed at any or all. A broker 
or real estate dealer goes wrong, and it 
is his trouble; a physician or minister 
ends up in prison, and it is more or less 
a stigma on all. It is taken for granted 
that those of these profession will do 
right; they do not seek business, conse- 
quently they may be fair and honest and 
just, 

Let us consider the medical profes- 
sion as our criterion—the profession as 
it was a generation ago. None was held 
so high in regard in the home. The 
family physician of our childhood days 
ranked above the clergyman himself in 
affection and esteem. The Old Doctor 
of Ian McClaren was our ideal of the 
professional man. A question of great 
concern now to the public is whether 
this class has gone to return no more. 
Do these characters and these examples 
of the true professional spirit live only 
as a memory? Certainly one of the most 
beautiful pictures of human endeavor 
has been smashed, the doctor of our 
childhood cannot be found. And what 
do we find in his stead? For the most 
part, the surgeon with the ready knife 
and the exorbitant fee; the advertising 
specialist, and the politician-doctor. 

What was the need that brought about 
this so great revolution? Simply the 
reform of the utterly poor business 
methods of the class we are consider- 
ing. Many absolutely kept no records 
of visits and had no accounts, and dying, 
left their families in poverty, with per- 
haps many thousand of dollars due, 
but outlawed by age. On account of 
this condition, the profession seemed un- 
inviting to the aspiring youth in the 
dawn of the materialistic and money- 
getting age: so a reform in business 
methods was instituted and like most 
such reforms it has swung too far. Will 
the reformation be reformed or is the 
profession as a Class to live on under the 
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opprobrium of being the most eager 
chasers of the almighty dollar that the 


opening decade in this new century sees? 

The changed relation between the phy- 
sician and the public is largely due to 
this characteristic of the average, pres- 
ent-day doctor. When a physician, as 
many of them do, refuses to respond to 
a second call, no matter how urgent, 
unless the former call has been paid 
for, or when he refuses to leave his home 
in response to the call from a stranger 
—as perhaps most of the city physicians 
and many in the villages do—until the 
fee for the call is paid in advance, it is 
no wonder that the public begins to ques- 
tion if he is not plying his knowledge 
and skill with but one purpose in view— 
to make the most possible out of it. 

It is indeed an open question whether 
the change has paid even in coin, and 
the loss in that which coin cannot buy 
has been great. While there are many 
very rich among the physicians and sur- 
geons of today, there are many more who 
find the struggle for existence the real 
problem of life. The reason for this is 
not hard to see. First, there are more 
practitioners of medicine than are 
needed. Too many have entered it as a 
sure means of acquiring wealth and have 
not accepted the cares and _ responsi- 
bilities which this life must bring. The 
over proportion of this money-seeking 
class has lowered the standard of the pro- 
fession. The schools of medicine to make 
ends meet, present the money side as an 
inducement, and hence fail to inculcate 
high ideals and a spirit of service. So 
the ranks are constantly being filled with 
those who would live on a public that 
may be gulled. But there is another 
reason growing out of this. The rela- 
tion between the physician and public 
has greatly changed. The physician is 
not the same, and the public does not 
rely upon him as it did. It has not the 
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same need of the physician that it had 
a few generations ago, very true, when 
the doctor was the purveyor of news, 
and the long bedside visit was demanded ; 
the public is more enlightened and more 
informed as to disease and the question- 
able value of drugs; but one of the great 
causes of the distrust of the physician is 
due to the press which lashes the phy- 
sician as it does no other class. This 
is not because he is not more skilled and 
more learned than his predecessor, but 
because of his concerted and determined 
effort to keep himself and his achieve- 
ments before the public, and his band- 
ing together to control legislation and 
secure for his own purposes all depart- 
ments of the healing art, local, state 
and federal. The trust in the sincerity 
of the old-time doctor is gone and the 
public looks upon the new doctor, though 
skillful, as a shrewd manipulator for his 
own emolument. 

Twist it as much as we will, the public 
still has the idea that the physician’s ser- 
vice should be sought rather than adver- 
tised and offered; it associates a much- 
desired fee with the unsolicited proffer 
of service. The physicians still recognize 
this in a way, and the greater part of 
them refrain from overt infractions of 
this code, but too many of them are on 
the outlook for business and in one way 
or another solicit cases or offer their ser- 
vices. Argue it as we may, the physician 
of whatever school, who has bid for 
a case, who has pressed forward his ser- 
vices, or has induced in any way a patient 
to consult him, has in that act compro- 
mised his position when it comes to ren- 
dering an impersonal and unprejudiced 
opinion; if he has made the advance in 
bringing about the consultation, he sacri- 
fices in his own mental attitude and that 
of the person he has induced to consult 
him the position of dignity and inde- 
pendence he should occupy. 
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So much for the requirements of a 
profession. Now for the answer of the 
questions: First, do we meet the require- 
ments we have laid down for ourselves? 
We have in operation and prospect an 
educational system that fairly well fills 
the requirements made of us. We have 
technical magazines, and assemblies for 
business and improvement. The institu- 
tional side seems to show up well. How 
about the spirit working in the profes- 
sion? We have seen in a general way 
what the public expects of a professional 
man. Have we met; are we measuring 
up to this conception? That is the hard- 
est part of the question to answer, as 
it is the most important part, for it is 
that for which the other part exists. 
This is the education, the training, which 
proves the efficiency of the system. Is 
there the essence of what the public 
needs in our conception of our relation 
to the public? Are we as a class bring- 
ing back the day of the ideal physician 
or are we putting it further behind? 

If we are not within the strictest sense 
professional in all the attitudes and rela- 
tions mentioned herein, there is just one 
excuse or justification we can offer, and 
there is one rule that should govern us. 
The excuse or apology, if we must need 
one, is in the fact that our theories of the 
nature of disease and our application of 
these theories as means in treatment are 
new; that the public if it wants to know 
them, or know of them, is entitled to 
this knowledge at first hands, and further 
that our theories and treatment are ex- 
plainable and  understandable—drug 
medication is not. 

To contribute to this, within the past 
few years almost a fad to know more 
about the meaning of health and disease 
has seized the public, and common sense 
articles on this line are among the most 
eagerly read that the popular press pub- 
lishes. It is a good time to educate 
people. A very great proportion of 
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those to whom osteopathy is properly 
presented, at least, give passive assent to 
its tenets. The public wants to know 
about these things, and we should tell 
them. But how? While it is not within 
the lines we have laid out for this article 
to go into the ethical methods of pub- 
licity, perhaps a brief outline of our ideas 
of it is necessary to being understood. 

Well written articles on osteopathy in 
the popular magazines is an effective 
means of getting some information be- 
fore the reading public; besides more 
instructive articles in the local press, in 
many sections are well received if un- 
signed, Perhaps the time was when to 
attract the eye of the public to the word 
osteopathy was necessary, and hence, 
permissible ; but we believe that in most 
parts of the country, at least, that period 
has past. However, as stated above, a 
considerable part of the public wants to 
know about this matter, and we should 
tell them. 

We believe that literature is as much 
needed as ever before; perhaps more 
needed, but not the kind that attracts the 
eye, but that which convinces the intel- 
lect. Persons interested will read scien- 
tific explanations of the principles that 
make osteopathy applicable and effective 
in all curable conditions, and our litera- 
ture should be along this line rather than 
a testimony of star cases. In other 
words, enough people for our purposes 
know about osteopathy, but they do not 
know it. We should have the material to 
convince them, when they seek the infor- 
mation, but it is their move first. This 
matter placed in the hands of patients 
and former patients, and these encour- 
aged to pass it on to friends, is an ideal 
way of widening the influence of osteo- 
pathy, but it would be infinitely better 
from the standpoint of education, if this 
were impersonal, without the card of the 
physician. With this eliminated it is 


educational on its face; with it, it is a 
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form of advertising at best. In this con- 
nection the JOURNAL for September, 
1908, page 39, on the subject of “Pub- 
licity,” among other things said: 

When a person has become interested in 
osteopathy, and expresses a desire to know 
something more about it, it is entirely proper 
to place good literature in his hands; but the 
sending out of even good literature indiscrim- 
inately, where the greater part of it goes to 
people who do not want it and will not read 
it, where it is considered an obtrusion, does 
more harm than good. A part of it so sent 
out will be read and do good, but how about 
the many who look upon it as the grossest 
of advertising, and are repelled from osteo- 
pathy rather than attracted to it by this 
means. 


But the use of literature is a small part 
of the manifestation of the spirit that is 
within the physician by which the public 
judges of his attitude towards itself. 
There is absolutely no excuse from the 
standpoint of ethics for advertising one’s 
self at the expense of another practi- 
tioner. That is what such expressions as 
“pioneer,” first in the “East or West;” 
“in practice so many years,” etc.; “grad- 
uate under so and so;” “graduate of 
such a school,” etc., amount to. The 
only possible justification of the use 
of the latter is in the fact that in 
many communities there are many irreg- 
ular practitioners and the public knows 
of some of our schools, and this men- 
tion is producing one’s credentials. But 
if we except this, the whole tendency 
is rank advertising, in that it intends to 
foist one’s self at the expense of his fel- 
lows. In this we have reference to cards 
carried in newspapers and cards in mat- 
ter sent out to strangers. Much of this 
has been tolerated and condoned thus far 
because of our youth, but it will, operate 
against us if persisted in. 

For the rule that should guide us in 
all these matters of publicity: For the 


sake of satisfying the desire of the public 
to know, we may permit ourselves to go 
further than is granted to the older 
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schools of practice; but this should in- 
clude only the giving of information con- 
cerning the practice and not the practi- 
tioner, The public has a well defined 
and perfectly proper impression of how 
far the physician should go in regard to 
advertising. This impression varies 
in the several parts of the country; but 
wherever we are, let us respect it, and 
try to build it up rather than tear it 
down; let us do as little as we must do 
to accomplish the enlightening of that 
part of the public which wants to know 
rather than give all it will tolerate, and 
thus raise the professional standards 
everywhere, rather than use our influence 
to tear down, as will be the case when 
the professional man shocks the laity in 
his unprofessional conduct. 

The future—what of the outlook? 
This depends almost entirely on our 
schools. If we will support them; if 
practitioners see to it that proper mater- 
ial for the making of physicians goes into 
them; if we do something for our col- 
leges so that our regulation of them is 
not in the nature of an arbitrary ruling, 
but a withdrawal of support, we have 
the making of an enduring profession. 
If we will reasonably support the schools 
we can compel their inculcating the pro- 
fessional, rather than the commercial 
spirit into their students. Right at this 
point marks the grand failure in pro- 
fessional schools. If we are not wise, 
it will mark ours also. 

Large bodies sometimes keep in motion 
for long periods of their own momen- 
tum- So it is with the medical profes- 
sion. Its size, its long record, its pres- 
tige, will keep it up for years. On the 
other hand, our disintegration once 
started, will come swift and soon, and 
it will eventually come unless there is 
within us the attitude that to the pulic 
seems right. Our condition is rapidly 
changing—we are becoming a _ world 
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power, so to speak, and a deportment 
worthy of our position will be demanded 
of us. 

Let us consider the dentists. In many 
respects their work is markedly similar 
to our own. Their practice is as neces- 
sary as the practice of medicine, and in 
many respects it is more clear cut, defi- 
nite and scientific, yet they have practi- 
cally lost all claim to being looked upon 
as a strictly ethical profession. This is not 
because of the character of men com- 
posing the practice, many of whom are 
as fine as grace any class, but their in- 
struction and attitude towards the public 
and one another has been such that they 
stand on an individual, rather than a pro- 
fessional basis. 

Do we want to lose our claim and 
prospects of becoming a power in re- 
forming and modifying the practice of 
the healing arts, and are we willing to 
sacrifice the ground we have gained and 
degenerate into a scramble of every one 
for himself? Are we willing to lose 
control of our schools and have them run 
as a matter of revenue? Are we pre- 
pared to thus emasculate and unsex our- 
selves as a profession in taking away our 
right and power to perpetuate our kind? 
If so, the way is open to us. Just neg- 
lect for a few years the high conception 
of the work we have chosen and the re- 
lations with the public and one another 
that it entails, and our chance for that 
proud place to which we aspire is gone. 

Why will we be so shortsighted as not 
to see that it is the basis upon which we 
do our work, rather than the work done 
that tells in the life of the profession. 
The practice is the aggregate of the in- 
dividuals. What is true of them will in 
time be true of the whole. Success will 


not depend on how fast we progress, but 
on whether the progress made is right. 
One may build up a practice and soon 
see it escape from him. Another may be 
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slower in starting, but once started he 
grows with a permanent growth. The 
basis on which he meets those who come 
to him is right. So with our growth as 
a whole; better not grow so fast, but 
grow in the right direction; have noth- 
ing to discredit us, nothing to explain 
away, nothing to undo. 
Reader, there may be much in this ar- 
ticle that seems to you as you read as 
being idealistic, chimerical. But be as- 
sured it is intensely practical and funda- 
mental; for unless the institutional side 
of our equipment is giving us the true 
concept of our reputation with one an- 
other and the public, and unless there 
is that element in our natures that re- 
sponds to this teaching, matters not 
what else we may do, or what else we 
may have to commend us, progress 
ceases, development dies, and our ad- 
vance as a world system has thus early 
reached its high noon. 

Let each one thoughtfully answer this 
question for himself, and so let him act- 





New Members 


The increase in membership is more 
gratifying than it has been in many 
years. A greater number of our read- 
ers are interested in the work. Never 
before have we had so many members 
sending in the applications of their 
friends. This is most satisfactory; it is 
certainly the way we should get our 
recruits. Several have sent in as many 
as three applications and it was accom- 
plished by calling on a fellow practitioner 
or writing to a friend. 

We could all do this. Are we too 
busy or too indifferent to our needs and 
possibilities ? 

It is truly an important work. Think 
of it, the practitioner who is not with the 
association is not helping much to estab- 
lish osteopathy.. We can’t count him in 
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taking stock of our assets as a force in 
accomplishing what must be done. He 
must be enlisted, reading our journals 
and in touch with the movement. Eigh- 
teen hundred or two thousand members 
are not enough. We must have at least 
three thousand. They will come easily 
if you will help only a little. We will 
co-operate with you all we can. We will 
mail sample copies of the JouRNAL and 
will write to them ourselves if you will 
send ‘us a list of desirable practitioners. 
Don’t forget it. Go at it now. 


The Firsco Meeting 

The plans are well along to make the 
next annual meeting of the association 
to be held in San Francisco, next sum- 
mer, the best ever. It is not a meeting 
for ’Frisco or California, but the vast 
country west of the Divide is accepting 
it as their meeting and the Western spirit 
of enthusiasm and push is taking hold of 
the plan and a great meeting is assured: 

In an early issue we hope to give the 
date, the railroad arrangements and the 
program ; suffice it now to say that every- 
thing is being done and will be done to 
make it a meeting to be attended at how- 
ever great sacrifice, for it will be scienti- 
fic, and above all, entirely practical ; dem- 
onstrations, that is to be the basis of it, 
and the trip of itself and what it will in- 
clude, gives us east of the Divide the op- 
portunity of a lifetime to visit the Pacific 
Coast and do so in an environment that 
blots out the dread of the waste that lies 
between. Save three weeks in July or 
August for ’Frisco. 


Legislative Manual 
The report of the Committee on Leg- 
islation, at the last meeting, contained 
such a fund of information regarding the 
history of our efforts at legislation and 
the status of the practice of osteopathy 
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and medicine in all the states, that the 
Board of Trustees ordered this printed 
into a volume convenient for use by 
the members of the legislative com- 
mittees in the several states. This 
manual is now ready and can be had by 
the several members of the legislative 
committees in all the states on applica- 
tion to Dr. John D. Cunningham, Bloom- 
ington, Ill, a member of the Committee 
on Legislation. 

There is also to be printed a resume 
of the arguments used by the medical 
profession against our bills in the several 
states and the points most effective in 
meeting this opposition. This is not for 
general distribution, but copies will be 
loaned where legislation is pending or 
imminent to these conducting the fight, 
on application to the Journal. 

This has been done by the association 
at great expense of time and money as 
a contribution to the several states, 
where it would be impractical or impos- 
sible to get this matter together. It is 
believed that both Volumes will be very 
useful and productive of results. 


Vertebral Articular Lesions 
(Continued trom page 148) 


to the right and the bending to the right 
removes the side-tilting. 

Another effective method is the follow- 
ing: Patient seated on a stool, his face 
turned to the right and the cervical and 
upper dorsal column bent to the right. 
Physician in front and to the right, his 
left hand passed over the patient’s right 
shoulder and thumb applied to the right 
side of the second spinous process, his 
right passed under (sometimes over) the 
patient’s left arm and the fingers applied 
to the angles of the first and second 
ribs. Physician leans forward to place 
his body to the left of the patient’s head. 
The upper dorsal column is rotated to 
the right, the fingers of the right hand 
pulling forward on the angles of the first 
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and second ribs, the thumb of the left 
hand pressing to the left and downward 
on the second spinous process, while the 
pressure of the physician’s body turns 
and bends the cervical column to the 
right. By this method an effective right 
side-bending-rotation of the  secord 
dorsal on the third may be given. 
Some cases may be corrected in one 
treatment, the larger number will yield 
to ten or fifteen treatments, a few require 
two or three months of treatment and 
a very few defy treatment altogether. 
(c) After the lesion has been adjusted 
and the normal range of movement re- 
established, it is usually necessary to 
give several treatments for the purpose 
of developing the atonic muscles and re- 
moving other causes of relapse. The 
muscles requiring especial attentionarethe 


Rotatores and Multifidus on the two 
sides. Mention was made in the fore- 


going about the necessity of relaxing 
these muscles on the right side. This 
may need to be continued for some time 
and all direct and reflex irritations of 
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the nerves which supply them should be 
antagonized. These muscles on the left 
are usually weakened and atonic and 
should be developed by exercise. The 
patient is instructed to turn his body 
strongly to the right while the physician 
resists the movement; then the patient 
bends strongly to the right against re- 
sistance. After the patient is familiar 
with these simple movements, let him 
combine them in one movement, making 
the rotation the greater. After a few 
such treatments, the patient may be in- 
structed to exercise these special muscles 
without the assistance of the physician. 
If these exercises are persisted in for 
several weeks, relapse will almost uni- 
formly be prevented. In addition to these 
exercises it is frequently necessary to 
have the patient flex, extend, laterally 
flex and rotate the entire upper dorsal 
column, with and without resistance, to 
regain the normal range of movement in 
it as a whole, remove all secondary 
lesions, and minimize the danger of 
relapse. 

—LOS ANGELES COLLEGE OF OSTEOPATHY. 





Correspondence 


Our Colleges and the M. D. Degree 


I hesitate to express my humble opinion, 
though you invited free discussion of the agi- 
tation growing out of the proposition to grant 
the M. D. degree, or rather converting our 
colleges into medical schools—for that is what 
it would amount to sooner or later. Possibly 
after more careful thought, I may see some 
better or more substantial argument in favor 
of it than I do at present, but unless there are 
“more urgent and logical reasons” set forth 
for granting this degree in our schools, I be- 
lieve that the “bill” should be killed at the 
first reading. 

There is entirely too much of this M. D. 
business in the osteopathic ranks already, with 
all due respect to our medical-osteopathic 
brethren. Not having the October issue of the 


Journal before me, I am not in a position to 
express myself with clearness with reference 
to the arguments of Drs. Whiting, Littlejohn, 
et al., printed therein, and it is not my desire 
to get into any controversy through the med- 
ium of the Journal with Dr. Peck or others; 


but the principle of the thing I believe to be 
wrong. Oh, ye of little faith, and a leaning 
towards things medical, listen! Will the grant- 
ing of the M. D. degree by our colleges fur- 
ther the cause of osteopathy, benefit humanity 
generally, and be a help to the thousands of 
osteopaths present and to come who care noth- 
ing for schooling in the drugging system, or 
is it only for the comparatively few of us as- 
piring osteopaths who prefer the M. D. degree 
te fighting for our rights under our own 
title? If it will help, how? 

I am not opposed to osteopathic surgeons. 
I prefer them a thousand times to the other 
kind who are prejudiced against us, all of 
them, more or less, but I am opposed to mak- 
ing medical doctors out of osteopathic doctors 
in osteopathic schools, and I have too much 
confidence in the sagacity and good sense of 
the great body of osteopathic practitioners and 
students as well, to believe that they are not 
immune to the infection of the “M. D. degree 
germ” that seems to be epidemic in some 
quarters. 

Three out of the four reasons given by Dr. 
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Peck, (2, 3 and 4), will hardly hold water, and 
I venture to say that the paramount reason 
for wanting to establish a medical course— 
and many of the present advocates will, I be- 
lieve, be frank enough to admit it—is to gain 
the added prestige in the community that ap- 
parently at present the M. D: degree confers, 
and not the additional rights and privileges 
which a genuine osteopath has or has use for. 

Now, what is the M. D. degree, after all, 
that some of us so much court? I dare say 
there are few of us but have at some time 
thought that it would be a good thing. Is it 
really worth much to us? Isn’t it an arbitrary 
degree conferred by the medical schools for 
ages? Was there ever any other therapeutic 
school of equal or near the same standing to 
grant an equivalent degree until the osteop- 
athic school came to the front? And who will 
dare say that with the wonderful development 
and rapid growth of osteopathy within the past 
fifteen years that inside of another decade the 
D. O. Degree conferred by our schools will not 
have equal if not greater significance with a 
larger part of the thinking public? If within 
this short time we have been granted by al- 
most all the states, against tremendous oppo- 
sition, the right to practice, as physicians, if 
not to give a dose of medicine or operate with 
the knife as surgeons, practically everything 
we have asked for—who will say that in the 
near future we may not secure the right to 
practice as physicians and surgeons without 
restrictions? Why cannot the right to practice 
surgery in all its branches be secured by 
amendment of the present osteopathic and 
medical laws without requiring of us that we 
bow down to medical dictation and dogma? I 
am sure we shall be able to gain this when we 
have reached the point that we can prove to 
the legislatures that our course in surgery is 
equal to that of the other schools, and we shall 
not then feel that our salvation is through 
having the “holier than thou” M. D. degree 
attached to our names. ‘ 

Permit me to ask this question: Is it be- 
cause we as osteopaths are able to do for 
humanity what medicine has not done that we 
have won our battles in courts and legislatures, 
or is it because we have proven that we are 
as competent physicians in the broad sense as 
the medical men? Is it reasonable to suppose 
that as illiterate and uneducated men, grant- 
ing that we had mechanical skill with us, we 
could have accomplished for osteopathy what 
we have done? It is the education of the man 
or woman as physician in the broad sense of 
the word that counts, and “we shall reap what 
we sow” if we be patient, and whether our 
training was done as M. D. or D. O. will make 
little difference in this practical and progres- 
sive age. Old medical dogmas are fast dis- 
appearing, almost as fast as the ubiquitous 
medicine bottle. 
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To those who want the M. D. degree for the 
prestige it will give, I would suggest that they 
secure it through the medical channels as the 
others have done, for I venture to predict that 
an M. D. degree granted by an osteopathic 
school would no more be recognized by the 
medical profession than is the D. O. degree. 
In fact, they would scoff at our M. D. and our 
osteopathic medical doctor would find it dif- 
ficult and embarrassing to get his patients in 
the various hospitals and sanitaria where op- 
erations are to be performed. These institu- 
tions are largely owned or controlled by the 
medical men, prejudiced against us, and I 
would suggest that we had best secure the 
legal recognition referred to above and secure 
our own hospitals and institutions before mak- 
ing this attempt. 

I fully concur in the views that we should 
have osteopathic surgeons for conservative 
surgery. I believe we all think that, but I am 
opposed to making M. D.’s in our osteopathic 
colleges. It’s poor business and poor judg- 
ment. 

Already we have made mistakes, and we 
should profit by them and steer entirely clear 
of drugs if we would preserve our identity 
as a distinct school of therapy. What would 
become of osteopathy if a half or even a third 
of its practitioners were to become M. D.’s. 
with the privilege of giving a deadly dose of 
acetanilid or some other powerful antipiretic, 
or of poking a hypodermic of morphia, 
strychnia or digitalis into a patient whenever 
in the humor for it, whether for the patient’s 
ultimate good or not? And once done, there 
would be little compunction at often repeating 
this little humanitarian (?) act. 

One other point, in conclusion: Does the 
skilled surgeon or specialist have an additional 
title or degree attached to his name simply 
because he practices a specialty as compared 
with the thousands of his fellow practitioners ? 
Then why should the osteopathic surgeon have 
a special degree or want the M. D. added to 
his D. O., when the former stands for some- 
thing entirely at variance with what he has 
been taught and believes? As the editor well 
says, “If it cannot be done without magnifving 
the M. D. degree and minimizing and humiliat- 
ing our own, better let the comparatively few 
who would avail themselves of it prepare else- 
where.” 

G. P. Lone, D. O., 
Rockville Centre, N. Y. 


Dr. Hulett Writes on M. D. Degree 


I have read much that has been said about 
the D. O.’s at the several schools wanting the 
M. D. degree attached to their names. I can- 
not see any good reason for this. If a doctor 


puts out his sign D. O., M. D., people will not 
be sure he is any smarter than if the sign 
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tead “Dr. Brown, Osteopathist.’ When 
people are looking for an osteopath they do 
not expect to find an M. D.; as a rule they 
have had all they want of the M. D. business 
before coming to us, or they would not have 
come, 

I am sure if our colleges granted the M. D. 
degree to their graduates, these graduates 
would not be able to practice surgery on that 
degree in many, if any, of the states. They 
would find that it was still necessary for them 
to attend the medical schools for four years 
more, I think. If this be true, what would 
be accomplished by granting them the degree? 
The law says plainly that to practice medi- 
cine and surgery one must have had four 
years in a medical college and hold its diplo- 
ma, and go before the medical examining 
board. 

To those who want this degree, let me say, 
that they will do no more work with the M. D. 
sign up than those with only osteopath on 
their sign. I have known Kansas osteopaths 
to take the M. D. degree and finally quit 
osteopathy because it was too hard work, or 
because they were called “rub doctors,” etc., 
which they could not stand when they had 
the M. D. degree. 

I am sorry our people, some of them, feel 
that they want something they might have 
had before coming to learn osteopathy at all, 
and the time thus spent would not have been 
lost to them. 

The D. O. degree, if we get what it stands 
for thoroughly, is good enough for one and 
all. 

I want to speak also on the subject brought 
up by Dr. A. P. Kottler in the last issue 
concerning the union of the National and 
State Societies. I think it a good plan if it 
can be done, but I am opposed to the fee 
being made ten dollars. I think it could be 
done for five dollars; one dollar for the State, 
and four for the A. O. A. If this plan will 
not bring the members in, ten dollar fees cer- 
tainly would not. While many could pay the 
fee he suggests, many we want to reach in 
the small towns and country could not, and 
it is the numbers, every desirable practitioner, 
we want to get into the work. 

T have been in this work many years, prac- 
ticing in several states before I located in 
this city eleven years ago, and I know some- 
thing of conditions generally. I want to see 
our work grow and our organization grow. 
T have no desire to get frequently into print, 
‘but I lived in Kirkville for a number of years 
‘before I graduated in 1806, and I heard too 
much of our Dr. A. T. Still while studying 
and before entering the school to believe it 
would help me or any other competent osteo- 
path to have the M. D. degree, or be able 
to give medicine, except maybe in a social 
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way. We are not accorded that place, yet 
many of us might want, but I knew that 
before I went into it. Let us remember we 
were put into this world to do good, so let 
us not kick about these smaller things. 
C. E. Hutett, D. O., 
Topeka, Kan. 


Protest Against Osteopathic Colleges 
Granting the M. D. Degree 


As one who had no voice in the proceedings 
of the Minneapolis convention, I feel con- 
strained to express my disapproval of an os- 
teopathic college granting an M. D. degree. 
I can see only weakness and nothing of 
strength resulting from such a movement. 
My heart filled with pride when I observed 
the loyalty to osteopathy as an independent 
school of practice, which was displayed in the 
reported resolution at the Minneapolis meet- 
ing against such a surrender as the issuing 
of an M. D. degree would indicate to the 
laity and medical profession. If such a plan 
should be placed in operation I feel that its 
effects would be disastrous to our progress as 
a profession, for we are established on clean- 
cnt specific lines and are gaining considerable 
reputation as the master mechanics of the 
body structure. The plea has been made that 
we owe a responsibility to those who practice 
or wish to practice in Canada or England 
where the M. D. degree is a necesity, but I 
for one claim we owe no responsibility which 
necessitates the compromise of osteopathy. 
The practitioner may be compelled to suffer 
inconveniences while those countries await the 
time if need be until they come to the realiza- 
tion that in the United States is being de- 
veloped one of the greatest healing sciences 
ever discovered, all honor to Doctor Still. 
In our own land our progress could not be 
greater or our recognition more readily forth- 
coming, the time is ripening for our launching 
osteopathic surgeons without the M. D. de- 
gree, other states will follow in Georgia’s 
steps, and when our colleges educate a suffi- 
cient number of osteopaths in surgery who 
are able to prove their worth, legal recogni- 
tion cannot be denied us and we will repeat 
our early victories. Those who desire to be- 
come surgeons in the larger operative sense 
of the term, are now able to develop surgical 
skill after sufficient preparation in our col- 
leges and hospitals, and all such could easily 
be designated “Osteopathic Physician and Sur- 
geon,” while the osteopaths, in their ministra- 
tions to the sick, who prefer to leave surgery 
to the osteopathic surgeon specialist, surely 
need no other regree than D. O., if they know 
and enthuse on straight osteopathy. 
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From every point in which I view this im- 
portant question I arrived at the following 
conclusion: We must locate the lesion, and 
I very much fear that lack of osteopathy is 
the father of the supposed necessity. If the 
student and graduate is not thoroughly 
grounded in the theory and practice of osteo- 
pathy; if he is not trained in technic to the 
point of being skilful, he is surely going to fall 
short of his high calling, and because he fails 
he will feel lack of confidence and naturally 
seek elsewhere than osteopathy to bolster him- 
self up. Many times the student is at fault, 
but all too often our school faculties are care- 
less or.are deficient in sufficient knowledge of 
definite lesion osteopathy to successfully teach 
it, for I believe in every chair there should be 
a man or woman skilfully trained and enthus- 
iastic in the practice of osteopathy, that he 
may do his or her part in the daily molding 
of students into osteopaths of skill. A grave 
criticism I have heard from many graduates 
is that they were not taught enough osteop- 
athy. Students are hungry for bony lesion 
osteopathy, for osteopathy drill in the sick 
room, for osteopathy technic, technic, technic. 
Give them that, give them all the practical 
osteopathy they can assimilate and still more; 
let them see the cures that result from correct- 
ing innominates, ribs and vertebrae, and they 
will forget the supposed need of M. D. and 
will give the public inspiring demonstrations 
of dignified and successful practice as a D. O. 
After ten years’ practice, I am more sure than 
ever that I will never desire an M. D.degree. 

I expect to drop practice in a few months 
and go back to school for a year or more, but 
it is only to satisfy my wish to become a more 
skilful osteopath; to learn other men’s meth 
ods of adjusting the body structure, and more 
particularly the bony framework. It is bones 
with me; the longer I practice the more I real- 
ize that if I “can fix the bones” TI can get 
results in many cases that the old school 
doctors cannot approach, and that many luke- 
warm osteopaths fail to get. This is written 
in no boasting mood, for I know my many 
shortcomings, but in hope of rousing uncer- 
tain osteopaths to a realization of the re- 
sources in our own practice, which it would 
be well to utilize before seeking elsewhere. 

To know more of anatomy our foundation, 
physiology the normal function and pathology 
the body in disease, with an osteopathic ap- 
plication of these sciences means more to me 
than the M. D. degree of any college. Add 
to that the diagnostic helps, chemical, micro- 
scropical, and various instrumental aids and 
one has a practical working basis which is dif- 
ficult to surpass. 

F. E. Moore, D. O. 

Enterprise, Oregon. 
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Shall We Endorse the Various Sera? 


This seems to be the question before the 
profession at present. We are, or ought to be, 
searchers after truth, and should adopt all 
useful things, and especially should be pre- 
pared for emergencies. Of course, emergen- 
cies should not arise, but they do, and if we 
are not prepared to meet them we must yield 
to those who are, unless we remain specialists. 

I have just had an experience which showed 
me that I was not prepared for such emer- 
gencies and which also showed me the mirac- 
ulous action of the anti-streptococcus serum. 
I have never considered the serum as of any 
special value, and the theory of injecting an- 
other poison into a system which was over- 
burdened with poisons certainly seems wrong. 
However wrong the theory seems, the facts 
are right, and when I see a precious little life 
saved I approve of the result regardless of the 
theory. 

The case in question was one of erysipelas 
in a baby eighteen months old; a frail, anemic 
little girl who had just commenced to recover 
from a summer of teething, and was much run 
down. The doctor in charge of the case had 
not realized the nature of the disease and had 
given the baby some fever powders, and told 
the mother to put antiphlogistine on the arm. 
The baby’s bowels had not moved in three days, 
and when I saw her the eruption had extended 
from the wrist to the shoulder, and fever was 
103. Very nervous and sleepless and refused 
food. She refused to be touched, so treat- 
ment was out of the question. I applied iodine 
above and below the wound and applied hot 
epsom salts and iodine to the arm, and by 
morning the erysipelas had ceased to spread 
and, was held in check through the day, but the 
fever and nervousness was unabated. We used 
salt enemas, hot enough to stimulate any bowel, 
with no result. The pulse was like a tiny 
steel wire and very rapid, and I knew that 
unless we could start the liver and bowels to 
acting, blood poisoning would set in, for it 
was now four days since there had been a 
movement. The mother and nurse had given 
oil, salts, etc., with no results, and I was not 
allowed to prescribe for this baby because of 
the law and our attitude towards drugs. That 
afternoon, as I feared, sharp pains set in down 
the legs and arms, and in the face, and the 
head would retract until she was _ nearly 
double. Her lips were drawn back, showing 
her teeth, and her little face had the gray, 
drawn expression of death. Her body was 


cold, though her fever was very high, and her 
breath came in quick, short gasps, and would 
stop for several seconds. 

At 12 o'clock that night I called a surgeon 
who is always friendly with me, and he came 
out and administered an opiate, and said that 
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he could not get the streptococcus serum until 
next day. I feared that she could not live till 
morning, but she did. None of us thought she 
could last through the night, as her respiration 
was so bad and she was so weak and restless. 

No apparent change took place for five hours 
after the injection, and then her bowels moved 
and her kidneys acted. This so relieved the 
system that at once she became more quiet. In 
two hours there was another free movement 
from the bowels, and a change for the better 
was quite marked. The tension of the pulse 
was so much relieved and the respiration much 
more regular and deep. The erysipelas had 
faded perceptibly. 

The next morning the surgeon gave a sec- 
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ond dose, and before the day was done the 
little one was out of danger. 

I have never seen a more wonderful re- 
covery, and it was not due to nature, for 
nature had about given up the fight. I did not 
oppose the use of the serum, but simply said, 
“It is worth a trial, and I trust it will do the 
work.” Now I do know, and ignorance will 
not excuse me, and if I had known I would 
never have let that little one reach that des- 
perate state. In future I shall refuse such 
cases, though I wish I were fitted to deal with 
them myself instead of turning them over to 
the enemy. 

Mrs. Botiine L. Brocker, D. O. 

Chattanooga, Tenn. 





Current Literature and Comment 


Treatment of Pneumonia 


Pneumonia is an infectious disease caused 
by the pneumococcus; but as this germ is 
found in many healthy mouths, and produces 
the disease only when there is properly pre- 
pared “soil” that is, when the vitality of the 
tissues is somewhat lowered, many do not 
recognize that it may be contagious and no 
precautions are taken with pneumonia pa- 
tients. 

When it is realized that pneumonia causes 
in some localities more deaths than any other 
disease, not even excepting tuberculosis, the 
importance of preventive measures will be 
readily understood. 

But often there is not the least attempt to 
prevent its spread. One member of the family 
having the disease, is often moved from room 
to room without any attempt at disinfection 
of room, clothing, or excretions. It is no 
wonder that the disease then spreads to other 
susceptible members of the family. 

A most important factor therefore in the 
prevention of pneumonia, is education of the 
people as to the infectiousness of the disease 
and the importance of thorough preventive 
measures. 

The mouth of the patient should be washed 
when there is a pasty, sticky feeling. The 
tonsils and nasal cavities should also receive 
attention with a mild cleansing and antiseptic 
solution. 

The patient should have a well-ventilated 
room with an even temperature, the air pre- 
ferably somewhat moist, and no drafts. It is 
well to have a large fireplace and many open 
windows. To take the patient out-of-doors 
is even better, if this is practicable. Dry 
heat aggravates the trouble. If the tempera- 
ture is cool, the air not too dry, and the 


patient well protected, there will be a marked 
reduction in the temperature, respiration, and 
pulse. 

The common method of treatment is to 
have the patient in a room with all air shut 
out, and make him eat the most indigestible 
foods, allowing but little water, and giving 
whisky, or some other form of opiate, for 
pain. But according to modern experience, 
open air is to be recommended above all else; 
also thorough cleansing of the alimentary 
tract, and a diet consisting of very light, ° 
easily digested food. Kumiss is recommended 
quite highly; also barley-water and other 
broths of the grains, and fruit juices. 

Hydrotherapeutic measures, such as cold 
sponges and tepid and cold bathing, with cold 
compresses to the chest, are most valuable, 
but it must be borne in mind that pneumonia 
is usually in the lower lobes of the lungs, and 
is reached best from the sides and back of 
the chest. 

In every home it should be known that 
suffering can be relieved and life saved by 
furnishing an abundance of fresh air and 
having the patient’s alimentary tract thor- 
oughly cleansed. Put heat to the extremities 
and cold around the back and sides of the 
chest where the inflammation is; cleanse the 
nose cavities and the mouth, and destroy or 
disinfect the excretions and the sputum. 

The patient should be isolated from other 
members of the family. The enemas should be 
given warm, to draw the blood into the portal 
circulation. Follow this with a leg pack—if 
necessary, have it come to the hips. Then 
apply cold around the back and sides of the 
chest by doubling a large Turkish towel 


lengthwise, and placing cracked ice between 
the folds. 
at about sixty degrees. 


This will usually hold the skin 
This ice compress 
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can be left on for twenty or thirty minutes. 
The underlying skin should then be rubbed 
with the hand about half a minute, or until 
it becomes warm and the ice compress re- 
applied as evenly as possible. A little tinc- 
ture of benzoin sprayed in the air is a great 
aid to the patient in breathing. 

As to the diet: The first two days pure 
water should be taken very freely, and after 
that barley-water or other grain waters and 
fruit juices may be given. Pea and bean 
broths are acceptable to some patients, and 
kumiss is excellent, especially that made by 
the lactid-acid germs. 

A sanitarium physician detailed to take 
charge of some pneumonia patients in a small 
town, was taken to the home where one 
daughter had just passed away with the 
disease, and the father and mother were 
stricken with it. He was met by several 
physicians who told him of the desperate 
struggle they had in the city, and of the 
number of deaths that had occurred, and that 
the disease seemed to be of the most malig- 
nant type. They had been giving quinin and 
whisky, allowing very little water to be taken, 
and had givén morphin to quiet pain. The 
daughter had been kept in a large room, all 
air had been excluded, and the clothing had 
not been changed, nor had water been applied 
to her body. 

The mother, who occupied a room on the 
same floor as had the daughter, with every- 
thing closed tight, was delirious. Her tem- 
perature was about 106; her respiration over 
80, and pulse about 150. The father was in 
another room, not in quite so serious a con- 
dition. 

Windows and doors were opened to 
thoroughly ventilate the house; then warm 
enemas and packs were given, as described 
above. In two hours the mother was rational, 
and her temperature was reduced three de- 
grees; her respiration was reduced one half 
and her pulse to 100. 

There were a number of cases, and all who 
were treated by this method made a success- 
ful recovery. 

A young man who worked in the Turkish 
beths in Denver was brought in about seven 
o’clock in the evening, it having been dis- 
cevered about nine o’clock in the the morn- 
ing that he was having great difficulty in 
breathing. His respiration was 76; his pulse 
150, and he was becoming blue, as he was 
using only a part of his chest. Several phy- 
sicians and medical students saw him. The 
physicians pronounced it double pneumonia 
and said it was a hopeless case, and that with 
oxygen to inhale, he would probably live only 
for two or three hours. 

Procedure was at once 
scribed above. 


instituted as de- 


After one hour the cyanosis 
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had left, and the respiration had dropped to 
50, and the pulse to 100. The treatment was 
continued faithfully, and when the students 
came next evening, supposing that the patient 
had passed way, they were surprised to see 
him improved. They said that in serious 
cases just before the close, there was often 
a little reviving spell, but when they saw 
him completely restored, they wondered, and 
said it certainly was a miracle. He proceeded 
home next day. Now this case was conges- 
tion, and not pneumonia. 

In a high altitude more difficulty is ex- 
perienced in treating these cases than at the 
sea-level. But the same treatments work in 
both places. I would state, in closing, that 
with these cases it should be remembered to 
treat the lower lobes of the lungs. Of course 
it makes no difference what the form of the 

disease is, the treatment in hydrotherapy is 
the same in all cases, and if applied properly, 
definite results are always realized. As to 
medication, the most experienced physicians 
now admit that drugs can do but little. 


H. F. Rano, M. D., 
In Life and Health, Nov. 1909. 


Book Reviews 
GASTRO-INTESTINAL AUTO INTOXICATION 


By Prof. Combe, a Swiss authority with 
an appendix on lactic ferments by Fournier, 
once demonstrator at la Serbonne, Paris, 
(Rebman Co., 460 pages), is at hand. There 
is much in this volume to recommend it to 
the osteopathic practitioner, not the least 
being its comprehensive brevity, and he will 
be prepared to accept most of the deductions 
until he comes to out treatment. The trans- 
lator, Dr. States, has handled well his sub- 
ject and deserves much credit for the work. 

Consideration is limited strictly. to toxic 
substances having their origin within; toxi- 
nemias by infective absorption and alimentary 
intoxications. This latter covers all auto- 
intoxication caused by errors of diet, bad 
food and personal idiosyncrasies, thus keeping 
strictly to his definition that “Auto-intoxica- 
tion is a toxemia caused by substances, which 
are formed through the influences of the 
vital processes of the organism.’ With the 
restrictions noted, he considers the subject 
under two heads: 

1. Dycrasic auto-intoxication. 

2. Gastro-intestinal auto-intoxication. 

The first division is briefly considered and 
it is to the second that the bulk of the volume 
is devoted. 

The author draws the line very closely, even 
here when he says “intestinal auto-intoxication 
is the toxemia caused by qualitive or quanti- 
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tive alterations in a normal digestion, but by 
normal digestion we do not mean only that 
described by physiologists, but the more com- 
plete and complicated digestion which takes 
place in every normal man, for, besides the 
digestion by the enzymes of the stomach and 
intestines, there occurs in every man a di- 
gestion brought about by the action of the 
microbes which live and thrive in the diges- 
tive tract.” Admitting the function of the 
enzymes and microbes, he asks: 

1. Is microbic intervention useful to the 
organism? 

2. Is microbic intervention indispensible? 

3. Can the microbic intervention become 
harmful ? 

He promptly answers “yes” to the first two 
questions and then proceeds to prepare the 
reader for the third, which is the text of the 
whole volume. 

Under “toxin substances,” he still further 
eliminates and leaves out all toxic substances 
derived from ternary bodies; fats and carbo- 
hydrotes because their biological chemistry is 
too incomplete at this time and confines his 
study solely to the toxemia derived from albu- 
men, devoting some forty pages to it. 

“Antitoxic functions of the organism” heads 
a chapter of most interesting matter. He 
divides into three heads the triple line of 
defense surrounding the intestinal canal: 

(a) The mucous membrane of the intestine; 
(b) The Liver; (c) The antitoxic glands. 

c The antitoxic glands. 

His deductions under the last division are 
unique and are followed by a resume of “ex- 
perimental pathology” to date. 

As to the causes he does not advance any 
new ideas, but emphasizes the results of faulty 
elimination. It is amusing to see him take 
a fling at the German scientists under “patho- 
geny” because they have been slow to accept 
his views and it emphasizes medical conserva- 
tism the world over. 

The next hundred pages cover symptom- 
atology and diagnosis and are complete as 
to clinical pictures and laboratory procedure. 

Under treatment he outlines his position 
thus: 1. To diminish the nitrogenous putre- 
faction in the intestine so as to bring it back 
to normal, if the antitoxic organs are com- 
plete. 2. To stimulate the antitoxic and 
execretory functions of the organism when 
they have become insufficient.” 

Under his first division he attempts: 1. To 
modify the intestinal culture bouillon in which 
the intestinal proteolytic bacteria thrive which 
he hopes to do by either an anti-putrefactive 
lacto farmacerous diet or by introducing 
antagonistic bacteria or bacterial ferments into 
the intestinal culture bouillon. 2.To diminish 


bacterial vitality by germicidal means, and: 3. 
By intestinal lavage. 
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The next 160 pages are devoted to elabor- 
ating his first proposition and he has con- 
densed a tremendous amount of information 
therein. Milk and its numerous methods of 
preparations for food is thoroughly covered, 
followed by a valuable diet list, and a 
thorough study on the subject of yeast. 

His second method by means of disinfecting 
medicaments will not appeal to our readers, 
as it forever raises the question as to how 
the proteolytic microbes are to be singled out 
and slaughtered, while the innocent ones es- 
cape. 

Intestinal lavage will be approved of even 
by the most rabid non-adjunct disciple. The 
technique of a high enemata is fully described, 
but he would probably be somewhat surprised 
could he see the radiographis produced in an 
August number of the A. M. A. Journal, 
showing that the rubber tube is always coiled 
in the rectum, 

In “how to stimulate the action of the anti- 
toxic organs and their emunctories of the 
organism,” he details every thearphy known, 
save one, osteopathy, which probably is un- 
known in Geneva, but not to the translator. 
It is interesting as a matter of knowledge. 

The appendix occupies some ten pages and 
is the last word on lactic ferments. There is 
much to commend in the work and very 
little to throw aside. 

The osteopath can make practical use of its 
teachings and still be in harmony with his 
faith. 

C. C. Teatt, D. O. 


PHYSICIAN'S VISITING LIST 


Under this head, P. Blakiston’s Son & Co., 
have issued for 1910 a most convenient mem- 
orandum book for physicians. It is equally 
useful for keeping data in office practice or 
bedside work. 

It is bound in leather and is neat in ap- 
pearance; besides the space for memoranda, 
it contains calendars for 1910 and 1911, and 
much other useful reference matter for a 
physician of any school of practice. 

Order from the publishers, Philadelphia, 
Pa. Price $1.00. 


The A. O. A. Reading and Study Course 


Anatomy—Director, Dr. W. R. Laughlin, 
Los Angeles. Text book. This subject will 
be studied by topic and any of the standard 
anatomies may be used. For January, 
Sympathic Nerves, Brachial Plexus, Sacral 
Plexus, Sacro-cocygeal Plexus. 

Physiology—Director, Dr. Jerome Knowles, 
Newport News, Va. Text book, Brubaker, 
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For January, Study Chapters X, XI, XII. Sub- 
ject complete in seven months. 

Principles of Osteopathy—Director, Dr. E. 
E. Tucker, 18 W. 34th Street, New York City. 
Subject, The Mechanical Lesions. See 
Hulett’s Principles, Chapter IV, and page 242- 
252-282-302. Burns’ Basic Principles, Chapter 
I, page 13, et seq. Hazzard’s Principles, see 
index. Tasker’s Principles, pages 144-164. 
Those taking this course will send Director 
answers to following questions: What are the 
Mechanical lesions most frequently found in 
your practice in approximate order or 
sequence? 

Practice of Osteopathy—Director, Dr. C. 
W. Proctor, Buffalo, N. Y. Text book, Mc- 
Connell and Teall, pages 164 to 206. 

Gynecology—Director, Dr. Ella D. Still, 
Des Moines, Ia. Text book, Woodall’s Gynec- 
ology. Collateral Reading, Byron Robinson’s 
Abdominal Brain and Deaver’s Anatomy. Give 
special attention to bony anatomy, nerve and 
blood supply and lymphatics. 
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Obstetrics—Director, Dr. Louise P. Crow, 
Milwaukee, Wis. Text book, Edgar’s Prac- 
tical Obstetrics. For January, pages 89-88. 
Collateral Reading, Clark’s Applied Anatomy. 

Surgery—Director, Dr. E. A. Montague, 
Tacoma, Wash. 

Physical Diagnosis—Director, Dr. W. 
Banks Meacham, Asheville, N. C. Text book, 
Cabot, 3rd_ revised edition. For January. 
Chapters VII, VIII and IX. (Subject to be 
completed in five months.) 

Technique—To be arranged 

Hygiene and Diet—Director, Dr. C. W. 
Young, St. Paul, Minn. Text book, “Return 
to Nature,’ by Adolph Just, also Uncooked 
Foods, by Eugene Christian. For sale by B. 
Lust, 465 Lexington Avenue, New York City. 

By making up back work it is not yet too 
late to enroll. All who desire to do so will 
please send in their names immediately. 

Percy H. Woopatt, M. D., D. O., 
Chairman. 
617-18 First National Bank Bld., 
Birmingham, Ala. 





State and Local Societies 


IOWA 


The second annual meeting of the sixth dis- 
trict met at Council Bluffs, November 16, and 
held a most successful meeting, with every 
member on the program present. A. C. Brown, 
the president, made a short address, which 
was followed by H. W. Gamble, with an 
address on the “Innominate Lesion,” in which 
he called attention to the prevalence of it in 
sciatica, and cited cases of so-called appendi- 
citis, where the disturbance was _ primarily 
sacro-iliac irritation, the visceral pain being 
secondary. 

Charles E. Clark discussed displacement and 
advised the use of exercises in addition to 
treatment to strengthen muscles and liga- 
ments of back, perineum, and abdomen. Local 
treatment was advised even when the dis- 
placement is irreducible on account of ad- 
hesions, and the attempt be made to replace it 
each time, as such a thing as a physiological 
adjustment is attainable even where anatomi- 
cal adjustment is impossible. 

C. B. Atzen, Omaha, Neb., advised osteo- 
paths to confine their efforts to work along 
their own lines of philosophy, and not to 
give too much thought to psychotherapy, and 
such side lines as there is so much for us 
to think about and develop within our own 
lines. His address was the most interesting 
feature of the program. 

At the business session, officers were elected 


as follows: President, Charlotte McCluskey; 
vice-president, J. K. Johnson; secretary, 
Charles E. Clark; treasurer, H. W. Gamble. 

A motion was unanimously adopted that 
the state legislative committee be supported 
by the sixth district organization in its fight 
to secure a separate board of examiners, and 
liberal contributions were made towards the 
success of the movement. 


C. E. CrarK, D. O., Sec’y. 


DENVER 


Regular meeting of the Denver City Osteo- 
pathic Association was held in the Dispensary, 
November 6. Officers were elected for the 
coming year: President, M. W. Bailey; vice- 
presidents, Katherine Curtin, J. A. Stewart; 
treasurer, C. C. Reid; secretary, Cora G. Par- 
melee. Meetings are held monthly. 


Regular monthly meeting of Denver City 
Osteopathic Association, met at the Dispen- 
sary, December 4. Paper by Cora G. Par- 


melee, on “Lesions of Axis and Third Cervi- 
cals.” Discussion by Dr. Sanford. 


Cora G. ParMetee, D. O., Sec’y. 
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NEW JERSEY 
A regular meeting of the New Jersey Osteo- 
pathic Society was held in Newark, December 
11, After an informal dinner at 6.30, a busi- 
ness session was held to discuss legislation 
and other business. A number of new mem- 
bers were elected, among the number Eugene 
C. Link, recently of the A. S. O., Kirksville, 
who has recently located at Elizabeth, N. J. 

The attendance and interest were good. 


CENTRAL KENTUCKY 


The Central Kentucky Osteopathic Associa- 
tion met at Carlisle, November 10, with a 
good attendance. Officers were elected as fol- 
lows: President, John S. Oldham, Carlisle; 
Vice-President, Josephine Hoggans, Frank- 
fort; Secretary, Virginia Lee Amos, George- 
town; Treasurer, Martha Petree, Paris. 


PUBLISH THOSE LICENSED 
Dr. O. J. Snyder, president of the Board of 
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Osteopathic Examiners, has had printed in the 
Philadelphia papers the names of those licensed 
under the recent act. The number is 122 in 
Philadelphia. It is also announced that those 
still practicing and have not received a license 
are subject to a severe fine. The papers 
throughout the state have printed the list of 
the osteopaths licensed in that part of the 
state, which shows their continued interest in 
the measure they so much helped to pass. 


PRACTICING IN EUROPE 


Dr. E. H. Barker has recently located in 
Town Buildings, 22 Water Street, Liverpool, 
England. So far as the JourNAL can learn, 
the practitioners in Europe are doing well. 
Dr. E. C. White and wife have made a good 
start in Paris. They write that they often 
meet on the street acquaintances from the 
states. 





Short News Notes 


DR. DOWNING’S PRACTICE FOR SALE 


My practice can be bought by the right man 
for $500.00 if he can arrange to step in at once. 
Have been obliged to suspend A. O. A .work 
because temporary substitute failed. 

York is a growing manufacturing city with 
50,00 population, in a very rich agricultural 
section; the center for over 100,000, with con- 
venient trolley and steam suburban lines. 

After nearly eight years in New York, I am 
unwilling to transfer my practice except to 
one who can make good, in every respect. 
Good opportunity for man and wife both in 
practice, who are morally socially, and pro- 
fessionally qualified. References. 

Write without delay to 

Epwin M. Downrnce, D. O., York, Pa. 
A CORRECTION IN DR. CROW’S ARTICLE 


The first line in second paragraph on page 
94 should read “fissure” instead of “fever.” 
If you preserve the copies of the JouRNAL, 
turn to this article and make the correction. 


BOSTON CLUB TAKES READING COURSE 


The Women’s Osteopathic Club of Boston, 
at its November meeting, voted to take up 
the Reading and Study Course as out-lined 
by the A. O. A., and to begin with one branch, 
physiology. 

Anna W. Bysxrr, D. O., Sec’y-Treas. 


PHILA. COLLEGE TAKES OVER HOSPITAL 


The Philadelphia College and Infirmary of 
Osteopathy has recently taken over the Phila- 
delphia Osteopathic Hospital which has been 
maintained in the city for some time. The 
papers say that from seventy-five to one hun- 
dred and twenty-five patients are treated each 
day. Dr. J. Ivan Dufur is physician in charge. 
There are twenty treating rooms, one new 
operating room, a general ward and a ma- 
ternity ward, reception rooms, kitchen and 
general conveniences. 


REMOVAL OF MASS. COLLEGE CLINIC 


The Boston papers state that the clinical 
department of the Massachusetts College of 
Osteopathy has been removed to 104 Dart- 
mouth Street, near the Back Bay station. 


BORN 


To Dr. and Mrs. A. D. Campbell, Phila- 
delphia, November 25, a son. 

To Dr. and Mrs. Jesse R. McDougall, Chi- 
cago, November 12, a daughter, Helen Inez. 

To Dr. and Mrs. Ward C. Bryant, Green- 
field, Mass., November 10, a son. 

To Drs. Howard T. and Nell C. Crawford, 
3oston, Mass., November 28, a son, Wilfred 
Harris Crawford. 

To Dr. and Mrs. George S. Smallwood, 
Brooklyn, N. Y., November 30, a son. 
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APPLICATIONS FOR MEMBERSHIP 


Katherine Arnold (L.A), Porteville,, Cal. 

Maude F. Barger (A), 225 Broad St., West- 
field, N. J. 

Henry Carson, Jr. (A), 10 S. Arlington 
Ave., East Orange, N. J. 

W. Stanley Jones, 1114 New York Ave., 
Washington, D. C. 

Hiram Lewis Conklin 
Theatre Bld., Passaic, N. J. 

Luther E. Downs (A), 204 W. 8th St, 
Erie, Pa. 

Elizabeth A. Follett (A), 172 W. gsth St., 
New York, N. Y. 

Hugh M. Fraizer (A), 601 Union Savings 
Bank Bld., Oakland, Cal. 

Adelaide W. Frink (L.A), Marble Hall, 
East Orange, N. J. 

Lena R. Hodges, (L.A), The Pines, Bridge 
St., Seaside, Ore. 

Etha B. Hemphill (P), Abbott Bld., Porte- 
ville, Cal. 

Mae Murray-Henney (At), 110 S. Portland 
Ave., Brooklyn, N. Y. 

Maude Brown Holcomb (A), 506 Carter 
Blk., Jackson, Mich. 

Charles F. Kenney (A), Connersville, Ind. 

Thomas Lord Lorbeers (A), Freeman Bld., 
Riverside, Cal. 

Chas. E. McCormick (Cc), 402 Pearl St., 
Napa, Cal. 

R. E. Markham (So), The Carolina, Wil- 
mington, N. C. 

J. Roy Merkley (A), 36 W. 35th St., New 
York, N. Y. 

E. Frank Miner, (At), 36 W. 35th St., New 
York, N. Y. 

Mary E. Morgan (A), West Main St., Los 
Gatos, Cal. 

Carlton C. Norton (A), 1 Madison Ave., 
New York, N. Y. 

Eugene F. Pellette (A), Post Office Bld., 
Liberal, Kan. 

F. J. Peterson (S.S) Norton Blk., Alliance, 
Neb. 

Carrie Ellsworth Rand (M), 146 Massachu- 
setts Ave., Boston, Mass. 

Robert Ware Rogers (A), 403 Somerset 
St., Bound Brook, N. J. 

Frederick A. Steele (A), 107 Summit Ave., 
Summit, N. J. 

M. E. Taylor (S), Shenandoah, Ia. 

Minnie W. True (A), Reinking Bld., 
Baraboo, Wis. 


(A), Montauk 


Lamar Kuy Tuttle (A), 36 W. 35th St., New 
York, N. Y. 

Frederick A. Webster (M), 1239 Broadway, 
New York N. Y. 

Mary L. Webb (A), Duncan, Okla. 

Alice N. Willard (A), Paul Gale Green- 
wood Bld., Norfolk, Va. 





JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION 


B. A. Woodward (S), Harvey Bank Bid., 
Harvard, IIl. 

John A. Jackson (At), 1947 7th Ave, New 
York, N. Y. 

Philip P. Cary (A), 136 South St., Morris- 
town, N. J. 

J. Harris Maxfield (A), 4-6 Myrtle Ave., 
Newark, N. J. 

Nellie L. Marcy (A), 78 Broad St. ,New- 
ark, N. J. 

Albert E. Fischer (Ph), Scheuer Bld., New- 
ark, N. J. 

Roswell D. Grant (A), 277 Belleville Ave., 
Newark, N. J. 

O. G. Walker (A), 5 National Union Bank 
Bld., Dover, N. J. 

John Wesley Jones (A), 111 N. Charles St. 
Baltimore, Md. 

Richard H. Prindle (A), 415 Colorado 
Bld., Washington, D. C. 

Margie D. Simmons (Ph), 259 Graham 
Ave., Paterson N. J. 

Walter J. Tetz (L), 1426 N. Fulton Ave, 
Baltimore, Md. 


CHANGES OF LOCATION 


E. V. Myers from 1006 Diversey Boulevard 
to 605 Fullerton Boulevard, Chicago, III. 

J. L. Adams from O. T. Johnson BlId., to 
707 Auditorium Bld. ,Los Angeles, Cal. 

B. F. Bailey from Escanaba, Mich., to a11 
So. 11th St., Minneapolis, Minn. 

C. W. Riches from Anoka to 506 15th Ave., 
S. E.. Minneapolis, Minn. 

Della K. Stevens, of Baton Rouge, La., is 
in Kirksville, taking post-graduate work. Her 
address while there is 616 W. Jefferson St. 

Addison O’Neill from Daytona, Fla., to 201 
Citizens Trust Bld., Paterson, N. J. 

E. H. Barker from Quincy, Mass., to 22 
Water St., Liverpool, England. 

Chas. W. Hills from 356 Central Ave., to 
Masonic Temple, Dover, N. H. 

J. E. Matson is for the present at 317-319 
Palace Bld., Minneapolis, Minn. 

Wm. G. Classen from South Haven, Mich., 
to 120 W. Grand Ave., Oklahoma City, Okla. 

Harriet E. Hinds from Pasadena, Cal., to 
Madison-Thoits Bld., Palo Alto, Cal. 

Ernest A. Plant from Escondido to 552 Mc- 
Neece Bld., San Diego, Cal. 

A. S. Loving from Jacksonville, Fla., to 508 
Temple Court, Denver, in partnership with Dr. 
W. P. Snare. 

Jane E. Lockwood’s Buffalo address is 669 
Potomac Ave., instead of 93 Prospect street. 

W. E. Dwiggins from East Auburn to 
Bakersfield, Cal. 

E. C. Link. of Kirksville, Mo., has located 
at 517 N. Broad St., Elizabeth, N. J. 








